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Note by Scottish Home and Health Department 

This Report is being published for the information of health boards and 
other bodies and individuals with an interest in clinical psychology. 

The Report should not be taken as necessarily reflecting the policy of the 
Scottish Home and Health Department. 
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Preface 



This Report, prepared by a Working Party of the Clinical Psychology 
Subcommittee of the National Consultative Committee of Scientists in 
Professions Allied to Medicine, has been endorsed by the NSCC and 
approved by the Scottish Health Service Planning Council. 

The Report describes the contribution, actual and potential, of clinical 
psychologists to the NHS in Scotland, and offers guidelines for the future 
role and deployment of members of the profession. 

It is hoped that the Report will be of interest, not only to clinical psycho- 
logists, but also to all those who work with them, or whose interests 
encompass those fields in which clinical psychology has a part to play. It 
should be of special value to health boards, currently in the process of 
reorganisation, as a guide to how clinical psychologists should operate 
across all clinical specialties within the NHS and in collaboration with other 
agencies. 

As Chairman of the National Consultative Committee of Scientists in 
Professions Allied to Medicine when this Report was endorsed by the NSCC 
and subsequently approved by the Planning Council, I am most grateful to 
Dr Philip and his Working Party (the membership of which is shown at 
Appendix 1) for the diligent way in which they discharged their remit. I am 
also grateful to members of the Clinical Psychology Sub-committee for their 
spirited discussions prior to, and their unfailing support during, the prepa- 
ration of the Report. 

The assistance given to the Working Party by the Secretariat of SHSPC in 
connection with this Report has been invaluable. 



D. F. Clark 
31 August 1983 
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1 Introduction 



1 . 1 Because clinical psychology has none of the long traditions of medicine 
or nursing as caring professions, the nature of its particular contribution and 
the background and expertise of its exponents are sometimes poorly recog- 
nised or understood. This is the case, both with the public at large, and 
sometimes even with NHS administrators and members of the health care 
professions. It is hardly surprising, since only a handful of clinical psycho- 
logists were operating in the health service on the appointed day in 1948. 
Even now, the National Health Service in the UK employs only 1,300 or 
1,400 such professionals. However, as described below, the increase in the 
number of clinical psychologists in the NHS and the collateral development 
of new expertise with a direct contribution to health care have, particularly 
in the last two decades, been exponential. These factors have rendered this 
report a timely one, as have two recent organisational developments, 
namely, the setting up, in 1974, of a national advisory structure for the 
health care professions in Scotland and the promulgation by the Scottis’ 
Home and Health Department, in 1980, of a national circular on “Th 
Organisation of Psychologists in the Health Service” which endorsed th 
main findings of the Trethowan Report (published in 1977 by the Depart- 
ment of Health and Social Security) on “The Role of Psychologists in the 
Health Service”.'" 



1.2 Section 18 of the National Health Service (Scotland) Act 1972 (as 
superseded by section 6 of the National Health Service (Scotland) Act 1978) 
empowered the Secretary of State for Scotland to appoint National Con- 
sultative Committees (NCCs) representing some or all of the professions 
engaged in the provision of care or treatment under the Health Service Act, 
the general function of these Committees being to advise the Scottish Health 
Service Planning Council on the provision of services with which each 
Committee is concerned under the Health Service Acts, and in addition to 
exercise such functions as may be prescribed. Such Committees have 
power to appoint Sub-committees and, in the case of the National Con- 
sultative Committee of Scientists in Professions Allied to Medicine, there 
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was formed the Clinical Psychology Sub-committee to represent the views of 
clinical psychologists in the National Health Service in Scotland. There was 
also provision within the structure for professional teaching interests to be 
represented on the NCCs. 

1.3 The contents of the Trethowan Report derive from a different source. 
Clinical psychology was seen as a relative newcomer amongst the health 
service professions, albeit one characterised by very rapid development in 
recent years. For example, in 1962 there were only 198 clinical psychologists 
in England and Wales; in 1973 the number was 585 and by 1982 it was just 
over twice that figure. Analogous development occurred in Scotland. It was 
noted in Trethowan that historically the profession had developed in close 
association with that of psychiatry; and much of the work of clinical psycho- 
logists still takes place in the fields of mental illness and mental handicap. 
Even in the 1970s, however, it became apparant that a marked change was 
taking place in the nature of the contribution made by clinical psychologists 
to the treatment of patients. In earlier days their role had consisted largely of 
undertaking routine psychological measurement like intelligence testing, 
some attempts at personality testing, and tests associated with vocational 
guidance. In effect, this had represented an ancillary service to the medical 
profession. Then came a very substantial expansion in the body of psycho- 
logical knowledge, accompanied by an emergence of new techniques with 
major implications for treatment. The Trethowan Report itself pointed out 
that one of the main effects of such developments was to make psychological 
assessment, in contrast to the routine testing activities already mentioned, a 
much more sophisticated process with a wider range of implications both in 
determining various aspects of individual need and in evaluating the 
progress of patients and their response to different forms of therapy. New 
methods of treatment developed by psychologists have now been widely 
applied, by psychologists themselves, by psychiatrists and by members 
of other professions. Token economies, behaviour therapy and cognitive 
restructuring therapies, which have all developed in this way, make an 
important contribution to helping distressed patients and have greatly 
extended the therapeutic facilities available to them. This theme will be 
elaborated upon in Chapter 2. 

1.4 In spite of these important changes in the experience of clinical psycho- 
logists both at local and at national level in Scotland, widespread mis- 
conceptions, and even a great deal of ignorance, still exist about the nature 
of clinical psychology as a profession and about the particular contribution 
of trained clinical psychologists in a wide variety of National Health Service 
contexts. One of the main intentions of this report is to describe in some 
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detail the nature of the profession of clinical psychology and to explain the 
kinds of contribution which clinical psychologists themselves see as being 
most relevant to the work of the National Health Service. The Report has 
been written with special reference to Scottish conditions since there are 
significant geographical, demographic, organisational and legislative 
differences which set clinical psychology in Scotland apart from its counter- 
part in England and Wales. There are of course extensive areas of com- 
patible, and even of identical, development within the profession. Indeed, 
in matters of terms and conditions of service, salary and definition of 
gradings, clinical psychologists are dealt with on a UK basis by the appro- 
priate Whitley Council. Moreover, in describing the role and function of 
clinical psychologists, there are also close parallels with England and Wales. 
However, in the deployment of services, in the ways in which links with 
teaching institutions and universities are established, and, most of all in the 
use made of the national advisory structure, there is a distinctive Scottish 
dimension. Any recommendations arrived at in this report should be seen in 
that light. 

1.5 Our report has a threefold purpose. First, it describes the training and 
role of the clinical psychologist in the National Health Service. Secondly, it 
outlines the contribution of clinical psychology in relation to the other health 
professions with whom psychologists work. Thirdly, in reviewing the pas + 
present and future development of clinical psychology as an independe 
profession, the report may be seen as offering policy guidelines for tl 
future role and deployment of clinical psychologists within the Scottis 
Health Service. 




Printed image digitised by the University of Southampton Library Digitisation Unit 




11 



2 The Development of Clinical Psychology in 
Scotland 



Historical Development of Clinical Psychology 

2.1 Applied psychologists came into their own during the war years of 
1939-45. A number of academic psychologists were drafted into various 
Ministries and Departments to assist in personnel selection, the training and 
activities of special agents and the prosecution of psychological warfare. 
Others were particularly concerned with man/machine interfaces such as 
aircraft cockpit layouts and controls, the training of Asdic and radar 
operators and so forth. A few were seconded to emergency medical service 
to deal with the casualties of bombing raids and other problems nearer 
home. Some of these psychologists continued to work in hospital settings 
after the end of the war, and in due course, were assimilated into the 
National Health Service. 

2.2 So far as the National Health Service in Scotland is concerned, the 
history of clinical psychology began a year or two after the inception of the 
NHS, when there were no more than 10 clinical psychologists employed in 
the Scottish Health Service. It was clear, even at that early date, that 
psychologists would be absorbed within the scientific structure which itself 
arose very largely as a result of war activity. In addition to clinical psycho- 
logists, for example, biochemists, physicists and bacteriologists suddenly 
emerged as distinctive groups who were making a non-medical, scientific 
contribution within the National Health Service. All these groups were 
assimilated into the Whitley Council negotiating structure as a separately 
defined group of postgraduate trained scientists. 

2.3 Quite apart from the influence of the war on the practical applications of 
psychology, a number of major developments in the academic world of 
psychology by Mowrer, Wolpe, Eysenck and others greatly advanced 
clinical psychology practice, in particular by proposing ways in which 
academic learning theory could be applied to the treatment of emotional and 
behavioural disturbance. At the same time, Eysenck published a series of 
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ci itiques of psychoanalytic methods of psychotherapy and gave new impetus 
to the Galtonian tradition of appropriate, adequate measurement in general 
psychology, 

2.4 A significant contribution to the development of clinical psychology in 
Scotland was made by the four Universities with Medical Faculties, each 
of which also had a Department of Psychology. The Departments in 
Aberdeen, Edinburgh and Glasgow had pre-war histories of applied involve- 
ment in educational and clinical settings and later became closely involved in 
the training of clinical psychologists. Postgraduate training was established 
at Edinburgh and Glasgow in the late fifties and in Aberdeen and Dundee 
some years later. 

2.5 An outstanding contribution was made at the Crichton Royal Hospital, 
Dumfries, where two internationally know figures, psychologist John Raven 
and psychiatrist Willi Mayer-Gross, created an atmosphere of academic and 
clinical excellence in a unique setting. 

2.6 These earlier initiatives set the pattern for clinical psychology in 
Scotland. Centres of excellence, usually but not always associated with a 
university, have had a substantial impact on patient services and have 
produced innovative developments. 

2.7 The most recent events of significance in the history of clinical psycho- 
logy in Scotland were the reorganisation of the National Health Service in 
1974 and the acceptance of the main recommendations of the Trethowan 
Report by the Secretary of State for Scotland in 1980. 

2.8 A key element in the reorganised NHS was the establishment of a 
national consultative structure in Scotland which included clinical psycho- 
logy and which provided a link, through the Scottish Health Service 
Planning Council, to the Secretary of State for Scotland and also to the 
Scottish Home and Health Department. This structure has not only enabled 
clinical psychologists to contribute to the planning of health care in Scotland 
it has also been an important factor in presenting to the other health care 
professions both the nature of psychological thinking and the range of care 
settings to which clinical psychology can contribute. 

2.9 The report of the Trethowan Committee on “The Role of Psychologists 
in the Health Services”, published in 1977, was an important historical 
milestone. 111 It signified the end of a period when clinical psychology had 
had a very uncertain and ambiguous position in health care, with the 
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application of psychological knowledge and the growth of services being 
totally dependent on the patronage of other specialties, notably psychiatry. 
The Trethowan Report affirmed the independent status of clinical psycho- 
logy as a health care profession and provided a model for the organisation of 
such an independent profession within the NHS. 



Qualifications, Grading and Present Role 

2. 10 Many people are not entirely clear about the nature of the training and 
qualifications of clinical psychologists, never mind about the detailed 
content of their work. Clinical psychologists in the NHS are often confused 
with psychiatrists, with educational psychologists or with some of the para- 
medical professions. In fact, they are scientists with a postgraduate qualifi- 
cation which places them amongst the most highly qualified personnel in the 
Health Service. Before they can practice in the Health Service, clinical 
psychologists must have an honours degree in psychology of a British 
university followed by two or three years’ postgraduate study and practical 
experience and tuition, leading to a higher degree such as an M.Phil. or to 
the Diploma in Clinical Psychology of the British Psychological Society. In 
all, six or seven years’ training is required before qualification as a Basic 
Grade Clinical Psychologist is possible. A Senior Grade Clinical Psycho- 
logist holds a post of greater responsibility than a Basic Grade colleague and 
his duties may include the supervision of other psychologists. He must have 
at least two years’ experience as a qualified clinical psychologist. The grades 
of Principal psychologist and Top Grade psychologist carry appropriately 
greater responsibilities and promotion to Principal Grade would not 
normally occur before four years or more had been served in the Senior 
Grade. A Top Grade appointment usually carries considerable managerial 
as well as clinical responsibility. Applications at this grade are subject to the 
approval of the Secretary of State for Scotland. Gradings, conditions of 
service and salaries for clinical psychologists are determined by Whitley 
Council PT'A’ as they are for the other graduate scientists in the Health 
Service. 

2.11 Clinical psychologists, then, are applied behavioural and social 
scientists with a clinical role. The style and content of their postgraduate 
training differentiates them from educational and other psychologists in that 
clinical psychologists apply psychological science to all relevant problems in 
the NHS and are responsible, in the words of the report “Scottish Health 
Authorities Priorities for the Eighties” ( 1980), “for giving direct health care 
as well as for supplying scientific support services”. f2) 
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2.12 The particular applications of clinical psychology within the Health 
Service are elaborated on in this report, but certain generic aspects of the 
clinical psychologist’s contribution to health service work warrant early 
piesentation. First, psychologists have been formally trained in techniques 
which permit systematic scientific inquiry into many aspects of human 
behaviour. Secondly, it has always been the tradition of psychology to study 
noirnal, as well as disordered, human psychological functioning. Few 
helping professions in the National Health Service, at the present time, are 
concerned in this way with non-patients as well as with patients. Thirdly, 
clinical psychologists, like other applied scientists, can be thought of as 
applying only the pointed end of an instrument based on the findings of 
many thousands of research psychologists, whose work at any time may 
become relevant and important in relation to particular health problems. In 
this way, the clinical psychologist becomes the most direct channel through 
which developments in theory, methods and findings in general psychology 
can be made available to colleagues, in his own and other disciplines, as well 
as to patients who need help. Reciprocally, there is feedback from the 
applied field to the research institutions, where clinically important issues 
can be studied and analysed in greater depth. Finally, clinical psychologists 
not only apply existing knowledge and methods but are also concerned to 
develop theory and methods within general and clinical psychology. 
Because of the enormous variety of personal and social problems en- 
countered in clinical situations, clinical psychologists have over the years 
been faced with new situations, some of which are not readily explained by 
current concepts and methods in general psychology. It is this kind ol 
impetus which has enabled, and will continue to enable, clinical psycho- 
logists to develop new approaches to assessment, management anc 
treatment. 

2.13 While this description of the clinical psychologist’s role is in many 
respects parallel to that of other scientists in the Health Service, Chapter 2 
outlines important developments which have taken place in the clinical 
psychologist’s contribution over the years. It is now clear, as indicated in 
2.11 above, that, in addition to functioning as a general behavioural 
scientist, the psychologist working in the NHS has assumed a substantial 
clinical role analogous to that of the medical practitioner. 
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3 The Contribution of Clinical Psychology to Health 
Care 



3. 1 The professional activities of clinical psychologists have traditionally 
been considered under the four headings of Assessment, Treatment , 
Teaching and Training and Research. As already indicated, the relative 
prominence of each of these four activities has changed with the passage of 
time; and their relative prominence will vary with the duties and special 
interests of individual psychologists. As the number of clinical psychologists 
has increased and the size of individual departments has grown larger, there 
has been a corresponding rise in the number of clinical psychologists who 
have extensive experience of the functioning of parts of the health service 
outwith the confines of their own departments. Many such psychologists are 
involved in the delivery of health care, so that it is now timely to add 
Planning and Management to the traditional four areas of clinical psycho- 
logical activity. 



Assessment 

3.2 This is a very broad concept relating to the measurement of psycho- 
logical characteristics, attributes and functionings. Psychometric 
techniques, in the form of standardised tests of characteristics such as 
intelligence, personality, attitudes and the like, are most commonly 
associated with psychological assessment. Most standardised tests are 
designed for a wide range of psychological settings, and their use enables the 
clinical psychologist to relate his findings on patients to what is known about 
normal human functioning. Other tests and techniques are specifically 
designed for use with patients of various kinds, often with the aim of 
contributing to differential diagnosis or of evaluating the outcome of some 
form of treatment. 

3.3 A survey of clinical psychologists in Scotland in 1976 showed that a wide 
range of electrical and electro-mechanical devices were in current used 3 ’ 
These devices included equipment involving physiological monitoring of 
psychological processes, such as polygraphs or biofeedback apparatus, 
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instruments for measuring perceptual or cognitive abilities, audio or video 
tape recorders and calculators of varying complexity. Such devices are used 
to monitor the effects of treatment, and may themselves be part of the 
prescribed treatment or may be of use in clinical research. 

.3.4 Assessment using standardised tests has declined in prominence, 
particularly in psychiatry where changing practice has led to a decline in the 
number of cases in which exhaustive assessment of the patient’s psycho- 
logical state is carried out. The ability of the clinical psychologist, however, 
to assess the patient’s psychological state in cases of physical illness, whether 
as part of general assessment for treatment or as part of medical rehabilita- 
tion, is a valuable contribution to patient care. 



Treatment 

3.5 The success of psychologists, during the Second World War, in 
demonstrating the value of psychological methods of assessment and train- 
ing, stimulated other experimental psychologists to apply their own 
academic and scientific interests for the benefit of people at large. At the 
same time, the number of graduate psychologists increased. These new 
graduates, stimulated and encouraged by the work of, among others, 
Mowrer and Eysenck, began to devise treatments based on experimentally 
devised formulations of the causes of behaviour. The value of these pro- 
cedures in the treatment of a wide range of distressing conditions is now well 
recognised. These forms of treatment are not restricted to the management 
of single patients: treatment skills based on Skinner’s operant conditioning 
approach can be applied to large groups of patients. This approach has been 
successfully used in the rehabilitation of groups of long stay psychiatric 
patients, but the most profound effects have resulted from its application to 
mentally handicapped patients of all kinds. 

3.6 While most clinical psychologists commonly use behavioural methods 
of treatment, a substantial minority practice psychotherapeutic treatments 
ranging from the classical psychoanalysis of Freud to the more recent 
approaches of Kelly (personal construct therapy). Peris (gestalt therapy) or 
Rogers (client-centred therapy). These approaches to treatment add to the 
range of psychological therapies available to patients and enhance the 
spectrum of health care. 

3.7 Both behaviourally — and psychotherapeutically-orientated clinical 
psychologists are at times involved in didactic counselling and advice-giving. 
Such counselling occurs when the psychologist’s knowledge of general 
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psychology (for instance, maturational development in childhood) can be 
used in a clinical setting. 

Teaching and Training 

3.8 Psychologists make a significant contribution to health care through the 
training they provide to others, such as doctors, nurses or patients, in 
psychological ways of assessing and treating patients. Depending on local 
circumstances, this role may be carried out in a University department, in a 
College of Nursing or through one of the professional in-service training 
schemes. The professional training of most health care professions is heavily 
orientated towards the physical aspects of patient care, with passing 
acknowledgement of the concept of care of the whole patient. Psychologists, 
where they are available, have to teach both basic psychological principles 
and quite advanced psychological theories and practices to members of 
other professions, who vary markedly in their professional training and in 
their ability or willingness to view health care from a psychological as well as 
from a physical point of view. The Trethowan Report acknowledged the 
importance of this contribution to health care and emphasised that such 
training should be, and should be seen to be, relevant to the work of those to 
whom it was given. Further, it considered that psychologists should work 
closely with others responsible for training. Many clinical psychologists are 
involved in the teaching and training of new entrants. A few are full time 
members of university staff, but the great majority are NHS employees who 
may or may not have honorary appointments with academic departments. 

Research 

3.9 As undergraduates, all psychologists are taught the fundamentals of 
experimental design, of statistical techniques and of data collection and 
processing, so that they are able to carry out personal research and under- 
stand and evaluate the research of others. The clinical psychologist’s 
qualification, as a clinician with considerable research skills, can often lead 
to his being used as a consultant in such matters by medical and other 
colleagues. In this role he advises on matters such as devising study 
protocols, data collection, analysis and interpretation from the standpoint of 
a scientist who is also a clinician and so is aware of the practical difficulties 
which beset health research. Not all clinical psychologists continue to do 
majoi research, but most continue to be knowledgeable consumers of 
research, assimilating and evaluating material which appears in journals or 
which is presented at conferences. This latter function not only ensures that 
the psychologist keeps up to date but allows him to keep his team colleagues 
up to date as well. 
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3.10 In actively conducting research the clinical psychologist frequently 
in jects a much-needed psychological dimension into a variety of medical 
fields. Some research is exclusively psychological and is intended to con- 
tribute to the general body of psychological knowledge, but much is multi- 
disciplinary. 



Planning and Management 

3.11 It is common practice in industry for experienced specialists to assume 
planning and managerial functions which reach beyond the confines of their 
specialty. Changes in the organisation of the health service and an increase 
in the number of experienced clinical psychologists have allowed some of 
these psychologists to contribute to the planning and management of parts 
of the service beyond the boundaries of their own profession. While most of 
this contribution depends on their experience and awareness of health 
service matters, their training as psychologists complements the training of 
other clinical and administrative staff. Outwith his own department the 
clinical psychologist has no direct or line authority to support, for instance, 
an attempt to modify the way in which a whole ward team carries out its 
functions. The need to rely on sapiential authority alone forces the psycho- 
logist to use his professional skills and knowledge, rather than to rely on 
directives, to persuade others to follow certain courses of action. 

3.12 After considering the relationship between clinical psychology and 
other health professions the Trethowan Committee concluded that “'the 
professional status of clinical psychologists in the National Health Service 
should be fully recognised and should be reflected in the organisation of 
their services”. In the view of the Committee, psychology was not to be 
regarded as an adjunct to any other profession and clinical psychologists 
were seen to possess specific skills which enabled them to contribute to 
patient care in co-operation with other health workers. 

3.13 When considering the Trethowan Report’s implications for clinical 
psychology in Scotland, the relevant Consultative Committees considered 
one of the important consequences of acknowledging the independent status 
of clinical psychologists; namely, how did such acknowledgement affect the 
medical responsibility which a general practitioner or specialist physician 
has for particular patients. An agreed Code of Practice, designed to serve as 
a working guide for both medical practitioners and clinical psychologists, 
was appended to the circular conveying the Secretary of State’s comments 
on the Trethowan Report (Appendix!). The main function of this Code is to 
ensure that, in any given case, all those involved in the care of the patient are 

19 



Printed image digitised by the University of Southampton Library Digitisation Unit 



able to establish their individual responsibility for each and every pro- 
cedure. The Code goes beyond facile statements about team decisions and 
accepts that, since no individual, of whatever profession, is competent to 
carry out every aspect of the physical, educational and psychological care of 
his patients, such care must at all times be co-ordinated. It is accepted in the 
Code that such co-ordination is most effectively carried out if it is seen to be 
primarily the responsibility of the general practitioner. 

3. 14 Psychologists in the NHS, then, contribute to the well-being of patients 
in the areas of assessment, treatment, teaching, research and planning and 
management. In each of these areas the clinical psychologist acts as a 
member of an independent profession with its own organisational structure. 
The existence of an agreed Code of Practice provides a framework within 
which clinical psychologists can work amicably with other independent 
professions. 
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4 Organisation and Delivery of Services 



4. 1 Earlier chapters have outlined the development of clinical psychology 
from a purely scientific role, concerned with the detailed and careful assess- 
ment of specific aspects of a patient’s psychological make-up, to a role in 
which direct patient care and treatment predominate. There are wide 
variations in the extent to which any given psychologist apportions his time 
to assessment, treatment, teaching, research or planning and management. 
Personal preference, area of specialisation, degree of organisation and 
manpower levels in a given department will ail influence the psychologist’s 
style of work. 

4.2 In the earlier days of clinical psychology, there was little opportunity to 
consider the deployment of services beyond the immediate and very press- 
ing needs of those medical colleagues with whom individual psychologist^ 
worked. Generally these circumstances arose in single hospitals, institutio 
or even wards, where one or two psychologists were working with a numl 
of consultant psychiatrists, paediatricians or consultants in mental handic 
In such circumstances, psychologists were fully committed to fulfilling 
much as they could of the multiple roles of assessment, treatment, trainin 
research and teaching. Management, where it occurred, was a minor part c 
the work. This is still the case in small, or single-handed departments. 

4.3 Historically, the delivery of services by clinical psychologists was a 
simple matter. For example, a psychiatrist would have problems of diagnosis 
and/or treatment. He would invite the clinical psychologist to investigate the 
patient, formulate what seemed to be happening and present a statement of 
this, sometimes with suggestions or recommendations about appropriate 
treatment. At such times the psychologist was almost certainly operating 
from an office in a large mental hospital. As time went by, clinical psycho- 
logists found that such referrals were being made not only by psychiatrists 
but also by specialists in physical medicine, child health, mental sub- 
normality, obstetrics and so forth. Where it became possible to develop a 
larger department another psychologist might be appointed to work in a 
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specialised area, dealing, for instance, with problems associated with the 
care and training of the mentally handicapped or the elderly. When general 
practitioners discovered that the services of clinical psychologists were 
available to them, they began to refer the not inconsiderable body of 
patients whose difficulties stemmed from maturation, learning, attitude 
formation and acquired behaviour patterns of a maladaptive sort, rather 
than from a clear-cut mental illness. As a result, clinical psychologists in 
various parts of the country began to work directly with general practi- 
tioners; some by allocating time, which they spent in a health centre or 
surgery, liaising with staff as well as seeing patients , others by seeing patients 
referred directly by general practitioners at their usual hospital or clinic, In 
short, delivery of services has generally been reactive to external demand. 
At the same time clinical psychologists have always, because of their basic 
training, formulated, where appropriate, issues presented to them in such a 
way that a learning, developmental or other psychological model could be 
used to comprehend the patient’s presenting problem instead of the 
traditional disease entity model favoured by most medical practitioners. 

4.4 For the historical reasons set out in the first chapter of this report, two 
thirds of all clinical psychologists working in Scotland are employed by the 
four major teaching Areas, namely Lothian, Grampian, Greater Glasgow 
and Tavside. The Departments of Clinical Psychology in these Areas are 
actively involved in the training of clinical psychologists and other health 
professions, have working links with a wide range of medical specialties, and 
are, in general, organised along the lines suggested by the Trethowan 
Report. Not all Areas are well served, and wide disparities are seen in the 
organisation and deployment of services. 

4.5 Table 1 shows the distribution of clinical psychologists by health board. 
The difference in numbers between boards is striking even when allowance 
is made for population, physical size of board and other factors relevant to 
health provision. It is evident that where there are one, two or three clinical 
psychologists in an Area, then these individuals will be in no position to 
provide a proper service to the specialty areas where their contribution has 
been proven, let alone develop new areas of service. 

4.6 The geographical dispersal of population within health board areas is a 
major influence on delivery of service. It is particularly so in areas such as 
Grampian and Tayside, where a major proportion of the patient population 
is concentrated around a large city while the remainder is scattered widely in 
small towns and villages, so that transport to clinics and hospitals may be 
expensive and time-consuming. It has been shown that most clinical psycho- 
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legists work in teaching hospitals or other major treatment centres in an 
urban setting. This is especially true of specialised services such as paediatric 
psychology, neurological psychology or clinical psychology in general 
surgery and medicine. The needs of patients who live at a distance from the 
major conurbations should not be neglected and Area Departments of 
Clinical Psychology should be so organised that some general clinical 
psychological expertise is available to patients in all parts of a given area, 
even if some specialty services remain centralised. The increasing tendency 
for clinical psychologists to work in health centres and surgeries is to 
be welcomed as a means of providing clinical psychology services in a 
decentralised manner. 

4.7 At the moment, adequate dispersal of clinical psychology services over 
the whole of a health board area is constrained by the fact that clinical 
psychologists tend to work in mental illness, or mental deficiency hospitals. 
At the moment, there are a few places in Scotland where clinical psycho- 
logists work primarily within health centres but, on the whole, services tend 
not to be readily available to rural populations, except where there are 
rurally situated psychiatric hospitals and mental handicap hospitals which 
can provide a suitable main base for psychologists not only to provide a 
service to in-patients but also to provide services to patients’ homes, to 
general practitioners’ surgeries, to Adult Training Centres for the mentally 
handicapped, to local health centres, to general and cottage hospitals and so 
forth. 

4.8 Future planning of service delivery, however, must be less reactive a 
must be determined, at least in part, by an awareness of the fact that t 
prophylactic efforts of counselling and psychological treatments general^ 
are likely to have more long term and substantial effects on the mental 
health of the nation if these can be delivered at an early stage before 
chronicity has supervened. For this to happen, clinical psychologists must be 
available to general practitioners, social work agencies, educational and 
other public service agencies both inside and outside the National Health 
Service. Certainly the needs of the population would be better met if clinical 
psychologists were able to use their generic expertise to meet the wider 
psychological needs of the population around the centres as well as to serve 
the needs of those declaring themselves as patients. 

4.9 There is widespread evidence emerging from Area Departments of 
Psychology to suggest that there are growing demands for an increased 
clinical psychology presence not only in paediatrics and primary care, but 
also in relation to specialised groups of patients in the forensic, social work 

23 



Printed image digitised by the University of Southampton Library Digitisation Unit 



and psychogeriatric fields. Local circumstances will determine whether 
these demands will be met by Area-wide specialty departments or from the 
staff within District or Sector teams. 

4. 10 Before considering the principles on which specialty and generic 
services should be made available to catchment populations, it is worth 
looking at how clinical psychologists allocate their time. 

4. 1 1 Table 2 is based on data collected by a special ISD-CSA survey in 1977, 
which shows that almost 60 per cent of clinical psychology time was spent at 
that time on patients or services encompassed by the wide category, “mental 
illness 1 ’. Eleven per cent of psychologists’ time was spent in mental handicap 
while 13 per cent and 6 per cent were committed to child health and 
adolescent services respectively. Geriatrics, neurological science and 
medical rehabilitation each accounted for rather small portions of the total 
time available. Current evidence would suggest that the time committed to 
primary care, including out-patients referred directly by general practi- 
tioners, is now substantially greater and in some parts of the country may 
account for as much as a fifth of the total commitment of a clinical 
psychology department. 

4. 12 Any scheme for deploying professional services requires to be flexible 
since staff ratios will change with variables such as the economic climate of 
the country generally, changing priorities within the NHS, and recruitment 
of staff. The evidence of the past decade indicates that it is unwise to regard 
the present activities of clinical psychologists as the only sort of activity that 
they will undertake in the future. The profession continues to increase its 
knowledge and to develop both its expertise and the degree to which it is 
recognised by other professions. Planning for the future must be flexible 
enough to allow the profession to respond to new patterns of health care 
which may stem, not only from the needs of patients and the other pro- 
fessions, but also from psychologists’ own predilections for self-scrutiny, 
research and analysis. 

4.13 An important development in the delivery of clinical psychology 
services, which has major implications for both psychologists and other 
staff, is the use of other people (usually, but not always, trained members of 
other professions) as agents to implement practices and treatment pro- 
grammes originated and developed by psychologists but capable of 
application by others. Examples of this include the use of nurses as 
behaviour therapists, developing the role of health visitors or social workers 
as participants in behaviour modification programmes for out-patients and 
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others, the involvement of parents as co-therapists and trainers, or the 
development of self-sustaining groups, self-help organisations and 
educational coteries. There are, indeed, some clinical psychologists who feel 
that because of their small numbers in the country generally, this is the only 
defensible way of applying the professional expertise, which has been 
accumulated, in any general and efficient way. 

4. 14 Finally, there are strong arguments for a greater involvement of clinical 
psychologists in the promotion of good health. Rather than being totally 
committed to the investigation and treatment of ill health, mental or other- 
wise, clinical psychology could play a positive and constructive role in health 
education and in advising other professionals how best to communicate 
effectively with people so that they are encouraged to adopt health- 
promoting habits, to practise affectionate and well-judged parenting, to get 
the maximum benefit from education, to make the most of human relation- 
ships generally and to protect themselves from the more damaging effects of 
a variety of stresses. Psychologists are concerned with, and formally trained 
in, techniques of communication and attitude formation and change, so that 
it would be appropriate for them to be more involved in health education. 

4. 15 It was no surprise that the Trethowan Committee, taking develop- 
ments of this kind into account, recommended the establishment of a 
comprehensive range of psychology services which should be concentratec 
initially in teaching areas, or other areas with a well established service 
where a maximum contribution could be made to teaching and research ii 
the interests of the service as a whole. The Trethowan Committee 
emphasised that this should be seen as providing a model for a more 
widespread development of services and not as a permanent concentration 
of resources. 

4. 16 The Trethowan Committee went on to indicate that each Area Depart- 
ment should have as its head a psychologist, in either the Principal or the 
Top Grade, who would have the major responsibility for its overall co- 
ordination and development, and who would expect to be regarded as the 
spokesman for clinical psychologists in the area. Wisely, the view was taken 
that such a head of department should view his/her role as not being 
predominantly administrative but as having also a considerable element of 
professional practice, as in the case of medical consultants. This head of 
department would be administratively responsible to the Area Executive 
Group and would co-operate with the Chief Administrative Medical Officer 
in the co-ordination of clinical psychology services within the area. The 
Secretary of the Health Board would be expected to provide the supporting 
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services required for the organisation of the department, but the head of the 
department itself would clearly be the key figure in the general development 
of clinical psychological services. The Committee was concerned to add, 
however, that, following from its comments about the professional standing 
of clinical psychologists and their place in multi-disciplinary teamwork, it 
did not expect those in the grade of Principal psychologist to have to account 
to the head of the department in matters of purely professional judgement. 

4. 17 The British Psychological Society Division of Clinical Psychology has 
recently produced a paper which outlines the responsibility and account- 
ability of a departmental head. In doing so it points out that the psychologist 
who is head of an Area or District department is appointed by a health board 
and in addition to his/her clinical duties is responsible to the board 
for carrying out certain duties in co-ordinating a department on its 
behalf. The paper spells out in some detail what these duties might be and 
shows under what headings other clinical psychologists in the Department 
are accountable to him/her. It also indicates areas where the head of 
department would liaise and collaborate with the administration and with 
other departments. <4) 

4. 18 It is clear that such a head of department would have to indicate that 
delivery of services is not merely a question of meeting the treatment and 
assessment needs of patients but also involves time spent by clinical psycho- 
logists in related functions such as teaching and research. Each of these may 
complement patient care in certain important ways, but both take up a 
significant amount of time and must reduce the time spent in direct patient 
care. In planning for delivery of services it must be noted that the demand 
for these will reflect the effectiveness not only of available psychological or 
psychiatric treatment elsewhere in the area, but also the effectiveness of the 
treatment by clinical psychologists themselves. It should be noted that 
behaviour therapy, developed at the instigation, and following the experi- 
mental work of clinical psychologists, has, because of its high level of 
effectiveness, made rapid and intensive demands on clinical psychological 
services. As we have already noted, the Trethowan Report has also drawn 
attention to pressure within the Health Service for delivery of services which 
are essentially preventive; services in health education; and services facili- 
tating change in patient care and administration. 'The development of all 
these services has important implications for the deployment of manpower. 

4.19 While Area heads of departments and the national consultative 
machinery might all contribute substantially to planning the delivery of 
clinical psychology services to the population at large, ultimately the 
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effectiveness of delivery will depend on adequate numbers of psychologists 
in appropriate career grades being dispersed throughout the country. From 
what has been said above, it seems likely that the growth of specialisation 
within clinical psychology will lay claim to many of these psychologists. It 
will be incumbent on heads of departments not only to foster expertise 
in the specialisms within clinical psychology, but also to ensure an 
adequate geographic dispersal of staff to meet in an equitable way the 
variety of needs to which we have drawn attention. It seems therefore that 
the most efficient delivery of clinical psychological services to an area would 
involve the division of services into convenient sub-units, each of which may 
be specialist or geographical or both. The co-ordinating head of services, 
together with a group of heads of sections , would be responsible for the work 
done in one or another of the main specialties outlined in Chapter 3. Each 
head of section would, of course, have one or more clinical psychologists 
working with him. 

4.20 An important consideration in such planning is that all clinical psycho- 
logists, no matter how their specialty interests may develop in later life, are 
generically trained and capable of undertaking specialist work in most fields 
of application. Indeed, postgraduate training courses are committed to this 
general principle, which allows great flexibility in the deployment of staff. 

4.21 As an example of this flexibility it would be possible for a psychologic? 
team largely based at a mental handicap hospital, with commitments t 
children’s handicap units, group homes and adult training centres, also 1 
undertake advice, treatment and care functions in those general practice', 
geographically adjacent to their main place of work, or to overlook old 
people’s homes and give advice on geriatric care in the same geographic 
area. 

4.22 In a health board area as a whole it would seem appropriate to have a 
number of psychologists under an appropriately graded head, physically 
located to meet the main pressures of population in densely populated and 
urban areas and also to have smaller groupings in peripheral areas. In this 
way, each main Area department would not only have a focal centre for 
research and teaching purposes, which would ensure the adequate develop- 
ment of the profession itself, but would also have significant groups of 
psychologists of adequate seniority placed in the periphery of an area to 
meet the diversity of clinical needs as they arise. 

4.23 While clinical psychologists appointed to the Principal, or Senior, 
grade are expected to have interests and expertise in specialised areas of 
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professional practice, Basic Grade psychologists would be appointed to 
services in such a way that they could have wide ranging experience in a 
variety of specialities and geographic localities as an essential part of their 
continued training. 

4.24 Although much has been said about ensuring the delivery of clinical 
psychology services away from main teaching hospital and large hospital 
centres, it is nevertheless very important that a headquarters structure, a 
physical building as well as an organisation, should be available at a focal 
point within an Area Clinical Psychology Service. Such a building would 
enable all psychologists to meet together for discussion and for research, 
teaching, and administrative purposes. This is important for the academic 
and professional development of the clinical psychology service and also for 
housing central resources such as computers, library and apparatus and test 
stores. Much of the latter will necessarily be reduplicated in particular 
centres of operation, whether these are health centres, hospitals, clinics or 
training units; but there is also a need for a central resource centre on which 
calls can be made when necessary. 
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5 Specialisation within Clinical Psychology 



5. 1 Historically, clinical psychologists in the NHS have worked in the three 
broad areas — adults and old people; children and adolescents; and the 
mentally handicapped — reflecting the institution-based services which 
dominated health care during the earlier years of the NHS . The survey of the 
specialty deployment of clinical psychologists in Scotland, summarised in 
Table 2, showed that, in 1977, approximately 10 per cent of all clinical 
psychology sessions were spent with the mentally handicapped, 20 per cent 
with children or adolescents and 60 per cent with a diverse group of the adult 
mentally ill presenting, either as in-patients or as out-patients, with a wide 
range of psychological and psychiatric complaints of varying severity. Ten 
per cent of all sessions in 1977 were spent in other areas of adult work such as 
the elderly, neuropsychology, medical rehabilitation and primary care. 

5.2 These figures make it clear that most clinical psychology time is devoted 
to work with emotionally disturbed adults. Regardless of their field o 
specialisation within the profession, all clinical psychologists have ; 
common undergraduate background and a generic post-graduate training. 
Thus, all clinical psychologists in training learn to work with children and 
with the mentally handicapped, as well as with adults and old people. 

5.3 This chapter emphasises those specialties, which are at present under- 
developed, but which should be expanded to meet the demands of the 
service in the light of government priorities and recent programme planning 
group reports. The general pattern of development should be one of meet- 
ing the needs of defined sub-groups of the population rather than the needs 
of institutions. All clinical psychologists share a common perspective, 
namely, that patients present with problems of thinking, of feeling or of 
behaviour, which may or may not be accompanied by a diagnosable disease. 
Since the psychological approach also emphasises the role of interpersonal 
and environmental factors in the development of such problems, psycho- 
logical treatment may involve attempts to bring about change in the patient, 
in interpersonal relations and in the social environment. 
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Clinical Psychology Services in Adult Mental Illness 

5.4 The majority of clinical psychologists work in adult mental illness and 
are based, either in psychiatric hospitals, or in psychiatric units within 
general hospital. In collaboration with their psychiatric and other 
colleagues they provide a service to all branches of the psychiatric service — 
out-patients, acute in-patients, day hospital attenders and patients in long 
stay wards. 

5.5 While the majority of patients are still referred from psychiatric sources, 
a sizeable number are now referred directly to clinical psychology sub- 
departments in hospitals, from general practitioners and other agencies, 
such as social work departments, marriage guidance councils and councils 
for alcoholism. As in other areas, the role of the psychologist has radically 
changed from that of a mental tester to that of someone who is involved 
closely in all aspects of the treatment and management of the patients 
referred to him. 

5.6 Examples of the work of clinical psychologists in mental illness include 
treating patients for relief of phobic or panic attacks so that they can go 
about their daily lives; helping withdrawn and confused schizophrenics to 
re-learn the basic skills of social contact and work; helping people with drink 
problems to change their drinking habits; and treating and advising patients 
who have problems in their sexual or marital relations. 

5.7 In making these contributions the clinical psychologist has come to be 
recognised, both as an independent and responsible clinician with specific 
skills, and as a full member of the multidisciplinary clinical team. The 
position of clinical psychologists in the adult psychiatric field is, therefore, 
well established and secure; and it stands as a model of the special con- 
tribution which clinical psychologists can make to different areas of health 
care. 



Clinical Psychology Services for Children and Adolescents 

5.8 Prior to the widespread establishment of clinical psychology training 
courses in the 1960s, the majority of clinical psychologists working with 
children in the National Health Service had gained their initial post- 
graduate experience in the educational psychology field. These psycho- 
logists were able to use their educational, as well as their clinical, skills in an 
NHS setting. 
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5.9 The new training courses in clinical psychology have aimed at producing 
practitioners, who, by applying generic skills and techniques to patients of 
all ages in a variety of institutional settings, are capable of working in any 
part of the health service, and who are able, at the same time, on the basis of 
their generic training, to develop specialised skills. As a result of these new 
courses, an increasing number of clinical psychologists working with 
children have come to the specialty with a generic clinical training. At the 
same time, clinical psychologists have developed treatment skills, including 
the skills necessary for behaviour therapy and psychotherapy. This has 
changed their role so that clinical psychologists working with children have 
not only been involved in tailoring these new skills to the needs of their 
patients, they have also extended their therapeutic role to dealing with 
whole families, where necessary. While it may be appropriate that clinical 
and educational psychologists should liaise and work together in the 
interests of children and their families, they are now quite distinct profes- 
sions in training, orientation and practice. 

5.10 There have also been changes in the working relationships of clinical 
psychologists with psychiatrists, paediatricians and other professions. Over 
the past decade, the concept of interdisciplinary co-operation has flourished 
so that the clinical psychologist is now one of a team of specialists each of 
whom has distinct core skills as well as those general to all team members. 
Community involvement with members of the primary care team, and of 
educational, social work and voluntary agencies, occupies an increasim 
proportion of the child clinical psychologist’s work, while, within tl 
hospital-based service, referrals are received from a much wider range < 
specialties than before. 

5.11 Examples of the kind of work carried out by clinical psychologists in 
the child and adolescent services include advising a family on how to deal 
with an eleven year old girl who repeatedly wakes during the night and 
disturbs her parents, with consequent scholastic and family upset; helping a 
sixteen year old youth to overcome extreme shyness in relating to girls; 
advising a family on appropriate constructive play in a two year old child 
with spina bifida; and assessing the effects of such programmes. 

5.12 It is desirable that developmental problems should be dealt with at an 
early stage. The creation of multidisciplinary teams to provide early 
diagnosis and management for children with developmental problems has 
been recommended by the Brotherston, (5) Court, l6) Warnock (7) and 
Barclay* 8 ’ Reports. Some such teams already exist in Scotland and, while 
they vary in their composition, and in their style of work, in each case the 
team approach is applied. 
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Clinical Psychology Services in Mental Handicap 

5.13 Traditionally, clinical psychologists working with mentally handi- 
capped people have done so from an NHS base, usually a large mental 
handicap hospital, offering a wide range of direct client services including 
assessment, treatment and counselling, together with a further range of 
indirect services such as the teaching and training of other health profes- 
sionals, contributing to the management and administration of residential 
and day facilities for patients, and making an important contribution to 
research. 

5. 14 The effect of the increasing emphasis placed upon community pro- 
vision for mentally handicapped people, following several Government 
reports, has been to alter the pattern of delivery of clinical psychology 
services to this group. The problem confronting mental handicap is no 
longer a problem primarily of children, but of a growing and ageing popula- 
tion of adults. These factors have been reflected in the development of 
clinical psychology services to families, and within local authority residential 
and day care provision. The Peters Report (l)) recognised the importance of 
the clinical psychology services in the field of mental handicap and urged 
health boards to give priority to the expansion of these services. 

5. 15 With the help of the powerful technology based on behavioural prin- 
ciples (behaviour therapy, behaviour modification, applied behavioural 
analysis) the psychologist has developed skills which make assessment and 
treatment of more severely retarded clients both feasible and effective. 

5.16 Once again the serious shortage of trained clinical psychologists 
working in this field has affected the pattern of service delivery. Clinical 
psychologists have had to choose between confining their activities to the 
direct application of their assessment and treatment skills to the patient 
(with inevitable limitations on the numbers treated) and, where appro- 
priate, providing an indirect method of treatment via other, more 
numerous, health professionals who require special training for such work. 

5.17 A further development of the role of the clinical psychologist in mental 
handicap has been as a social or environmental “engineer”. Both within 
hospital and in a variety of community settings e.g. Adult Training Centres 
and Hostels, the clinical psychologist may be in the optimum position, in 
terms of training, function and expertise, to scrutinise the nature of the 
environment, and of the social interactions which take place, in order to 
manipulate and maximise the therapeutic or training effectiveness of the 
particular setting in question. 
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5.18 This type of function has developed largely from attempts made within 
ostensibly “therapeutic environments” to avoid or redress the debilitating 
effects of institutionalisation. The emphasis has shifted towards a pre- 
ventive, rather than a purely rehabilitative, model, with effort being 
directed, by both structured and informal methods, towards developing 
positive, appropriate and habilitative styles of client management, patterns 
of interaction and programmes of activity or training. In most of the settings 
in which clinical psychologists practise, they are in a unique position to offer 
constructive advice both within and across existing management structures 
and hierarchies, while remaining sufficiently detached to monitor and 
evaluate the effectiveness of planned change. 

5. 19 The present picture of clinical psychology services within the mental 
handicap specialty can therefore be seen as embodying two parallel but 
distinct trends, each with its own separate framework of management, 
support staff and operational policy. On the one hand, the hospital-based 
services are catering for the more severely handicapped, more behaviourallv 
disordered patients, whilst, on the other, the community-orientated services 
are supporting the more moderately or mildly handicapped, less behaviour- 
ally impaired clients. 

5.20 Typical examples of the work of a clinical psychologist specialising in 
mental handicap include: involvement in the group therapy of patients who 
are destructive or aggressive, with a view to leading them into socially more 
useful ways of relating to one another; undertaking a major programme o 
teaching nurses and community care staff to assess the achievements ai 
deficits of their patients or clients and to use such assessments to determiu 
the training priorities for each of their charges; and devising ways of getting 
care staff to understand and accept the sexuality of the adult handicapped. 

5.21 Traditionally, Responsible Medical Officers, usually psychiatrists, 
have controlled admissions to hospital. There is, however, a case to be made 
for a number of beds, or “day” places, within mental handicap hospitals to be 
directly allocated to, and formally controlled by, reasonably senior clinical 
psychologists. Such beds and day places would at all times remain “short- 
term” and treatment orientated. One way in which they could be used would 
be for introducing programmes of training, or treatment, within a controlled 
environment, under the supervision of trained staff, and with access to 
frequent and direct psychological scrutiny. Parents of mentally handicapped 
children often lack the necessary skills, confidence or home environment to 
initiate training or behavioural management programmes at home and 
would benefit enormously from the opportunity of observing hospital staff 
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instigate and develop training in its early stages before taking over the 
responsibility for this in their own homes. During this period of hospital- 
based treatment, parents could be advised and instructed in ways of helping 
their child develop. This would ensure that crucial early learning took place 
under optimal conditions. 

5.22 The Peters Report made notable mention of the merit of the suggested 
innovation of “psychological beds” and indicated that this should be 
explored, on an experimental basis, in a selected hospital which had suitably 
qualified and experienced clinical psychology staff. Peters counselled 
against any improper use of such a change in bed responsibilities as a 
short-term solution, based solely on considerations of expediency, to the 
shortfall of consultant psychiatrists in mental handicap. This point cannot be 
stressed too strongly or too often: any beds allocated to clinical psychologists 
should be used only as short-term treatment/training facilities and not as 
facilities for ongoing care. 



Clinical Psychology Services for Offenders 

5.23 The application of psychological theories and knowledge to the 
management of offenders, conveniently termed “forensic psychology”, 
involves many kinds of psychologist — experimental, social, educational and 
clinical. In this chapter attention is concentrated on the contribution of 
clinical psychologists, and no attempt is made to cover all aspects of the 
contribution of psychology in general. Clinical psychologists can be 
involved, both in the community and in institutional settings, in three main 
areas of forensic activity, namely, work with young offenders, work with 
adult offenders, and work with State Hospital patients. 

5.24 In Scotland there is no equivalent to the Prison Psychological Service 
in England, and consequently there is a lack of a viable career structure 
within the Scottish Prison Service. Accordingly, psychological services are 
provided by clinical psychologists seconded from health boards on a 
sessional basis. This manner of providing forensic psychology services in 
Scotland follows the model proposed for forensic psychiatry in the Harper 
Report ( 1969). (1,1) 

5.25 The Harper Report stated that a considerable part of the forensic 
specialist’s job consisted of the management of delinquency and anti-social 
behaviour. While there is an unquestionable need for a clinical psychology 
component in such management, the nature of this component must be seen 
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in the light of services provided by educational psychologists and social 
workers. 

5.26 The skills of clinical psychologists can be used in many ways in the 
Prison Service. The assessment of individual prisoners and the development 
of global systems of prisoner appraisal, allied to the creation of, and ongoing 
support for, group and individual programmes of treatment, are among the 
more clearly defined roles of the psychologist. He or she can also be 
involved, however, in staff training and selection, by imparting, through 
formal and informal means, a working knowledge of psychological prin- 
ciples and techniques appropriate to staff at varying levels in the Prison 
Service. Psychologists seconded from the NHS should also be able to 
promote research of a practical kind within penal institutions. 



Clinical Psychology in the State Hospital 

5.27 The State Hospital at Carstairs caters for those mentally disordered 
patient who require treatment or care under conditions of security which 
cannot be provided by ordinary psychiatric hospitals. The State Hospital is 
not a prison, but by virtue of its status as a Special Hospital and of its role 
vis-a-vis the legal system, it can legitimately be considered in association 
with the forensic services. 

5.28 The importance of the clinical psychologist’s contribution to the goo 
functioning of a Special Hospital is well expressed in a passage from th 
Boynton Report ( 1980), which reads:— 

“We have already made it clear in a number of places in our report how 
important we consider the role of clinical psychologists at Rampton. 
There are a large number of patients at the hospital, including many of 
those with sexual problems and many mentally handicapped patients with 
propensities towards violence or other forms of deviant behaviour, to 
whom psychological techniques offer the best hope of any real improve 
ment in their condition. There must be adequate psychological input into 
the assessment procedures but, more importantly, there is little hope of 
introducing flexibility into treatment regimes and developing individual 
behaviour modification, self-care and social skills programmes unless 
there are psychologists fully involved in the work of the clinical teams. 
They must be able to design suitable programmes and train other staff, 
particularly nurses, actually to operate them in the wards and depart- 
ments. Clinical psychologists could play an important role in psycho- 
therapy, both on an individual and a group basis. They could make useful 
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contributions to the work of the re-socialisation departments as a whole; 
and the “points” system was originally designed by a clinical 
psychologist.”' 111 

5.29 The Committee of Management at the State Hospital is aware of the 
need for all professional groups at the Hospital to have well-developed links 
with colleagues and departments outwith the ambit of the Special Hospital. 
Such links not only help to recruit and retain staff, they also facilitate the 
continuing professional education of both trainee clinical psychologists and 
those in more senior grades. 



Clinical Psychology and the Care of the Elderly 

5.30 At present few clinical psychologists employed in the NHS in Scotland 
have geriatric services as a major commitment. Where they do exist in the 
geriatric services, psychological services are largely confined to geriatric 
psychiatry units, these usually being associated with mental hospitals. 
Traditionally, the psychologist’s role in such units has been a diagnostic one 
i.e. his or her main function has been, by means of standardised psycho- 
metric tests, to assess the elderly person’s cognitive abilities and to assist 
thereby in the differential diagnosis. As in other specialist areas, however, 
the psychologist’s potential contribution has come to be seen in a much 
broader context. 

5.31 In contributing to the care of the elderly, the clinical psychologist has 
three broad functions, namely, the development and application of appro- 
priate assessment techniques; the development and application of suitable 
psychological treatment and management methods; and the provision of 
training and advice to members of other professions as well as to the 
relatives of elderly people. 

5.32 Assessment, in addition to the traditional tests of intelligence, memory 
and learning, has extended into the creation of measures of the behaviour of 
elderly patients. An individual’s capacity to cope with independent daily 
living and mobility; or his aberrant or disturbed behaviour, can all be 
assessed in a standardised manner by nurses and others involved with the 
care of elderly people. There is an extensive literature describing and 
evaluating various methods of psychological management of the elderly, 
including stimulation and activity programmes, behaviour modification 
and, most recently, reality orientation. All these treatments aim to improve 
the quality of life of the individual patient by compensating for deficits. 
Modification of the elderly person’s physical environment is also important; 
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there is ample evidence that clear signs, notices and other aide memoires 
help to reduce disorientation, confusion and dependency on others. 

5.33 Assessment and management are not only of importance in the case of 
old people in institutions; their greatest impact may be upon those still living 
in the community, whether in day hospitals, day centres, residential homes 
or the elderly person’s own home. As in many other specialty areas, clinical 
psychologists develop and monitor treatment methods which are carried out 
by nurses or other care staff. 

5.34 Clinical psychologists also counsel and advise relatives in managing 
and responding to elderly patients. Relatives need help in coming to terms 
with the profound personality changes that often characterise the dementing 
elderly person. They also need specific advice on ways of helping the old 
person to compensate for poor memory or orientation. 

5.35 Much work in general and experimental psychology, which is of 
relevance to the elderly, awaits application. This will be facilitated by the 
increasing involvement of clinical psychologists with the elderly. While 
there is a strong case, therefore, for increasing the number of clinical 
psychologists working with the elderly, it is clear that, in the short term, the 
most effective use of their time in this field will be in the application and 
evaluation of experimental research, in teaching and training and in the 
planning of services.' 12) 

Clinical Psychology and Other Medical Specialties 

5.36 Within NHS hospitals, clinical psychologists have traditionally been 
associated with the care of the mentally disordered. One exception to this 
has been the neurological and neurosurgical services to which psychologists 
have contributed since they entered the Health Service. Their contribution 
to these specialties, however, was born out of cognitive psychology and until 
recently was limited largely to the measurement of cognitive deficits or to 
assessment. Neuro-psychologists are now turning increasingly to developing 
methods of rehabilitating post-surgical, brain-damaged patients. Parallel 
with this there has developed an increasing awareness of the potential 
contribution which clinical psychologists can make in other medical special- 
ties to the assessment, treatment and management of patients. 

5.37 This increased awareness of the potential contribution of clinical 
psychology to other specialties must be seen against the background of a 
growing appreciation of the importance of psychological factors, not only in 
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what is sometimes called the “process of becoming ill”, but also in the 
process of coping with illness and in the process of becoming better. As a 
result, far more" attention is being paid to the psychological and social 
elements in medical services. 

5.38 In 1972 a publication of the Office of Health Economics pointed out 
that: 

“While the population in absolute terms has clearly become healthier, it is 
nevertheless seeking and receiving very much more medical treatment." 
The report went on to say “that much more understanding is needed of the 
non-medical factors affecting the demand for treatment ... the needs which 
people are expressing when they consult their doctors as a reaction to their 
social (or psychological) situation are very real, even if they are not medical 
in the traditional sense.”' 131 

5.39 The growing appreciation of the importance of social and psycho- 
logical factors in health care has led, in turn, to the development, in the 
psychological and associated disciplines, of what is sometimes called 
medical psychology or behavioural medicine. This is a field concerned with 
the development of knowledge and techniques which are relevant, both to 
the understanding of physical health and illness, and to prevention, assess- 
ment, diagnosis, treatment and rehabilitation. 

5.40 Areas of interest in this field include (a) socio-cultural and psycho- 
social factors related to physical health and disease, (b) behavioural deter- 
minants of health and disease, (c) pain and its regulation, (d) the 
development of psychological diagnostic, therapeutic and rehabilitative 
techniques, (e) psychological approaches to the prevention of disease and 
the promotion of health, and (f) the evaluation of the techniques and 
approaches referred to in (d) and (e). 

5.41 The contribution of the clinical psychologist to other medical special- 
ties can be subsumed under five main headings: 

(a) communicating to other professional groups the part that psycho- 
logical factors play in the development of, and recovery from, 
certain physical conditions. There is an extensive literature relating 
such factors as life events, personality variables and social support to 
physical illness; 

(b ) Helping to make traditional medical methods more effective through 
knowledge of such issues as patient compliance and problems of 
communication between doctor and patient. It has been shown, for 
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example, that within 10-80 minutes of seeing the doctor, medical 
out-patients were unable to recall some 40% of what they had been 
told. It has also been shown that recall can be substantially impr oved 
by changing salient aspects of the structure and form of the informa- 
tion given by the doctor; 

(c) applying, and encouraging and training others in the use of, psycho- 
logical methods of treating and managing certain aspects of physical 
illness. Examples of this include the use of standard desensitization 
procedures for pre-operative anxiety or injection phobias and 
training or imparting information to patients regarding ienal dialysis 
and other complicated self-administered procedures; 

(d) contributing to the rehabilitation of patients with chronic debilitating 
difficulties (following, for example, head injury) and also to the 
rehabilitation of those with residual physical or mental handicaps. In 
such cases psychological concern is not with the management, of acute 
illness but with the long-term restoration of function and with 
vocational adjustment and guidance. Indeed, the Mair Report 
(1972)04) recommended that medical rehabilitation should be an area 
of special psychological interest and endeavour. 

(e) playing a key role in prevention and health education and in the 
process of disseminating understanding and knowledge regarding 
health care generally. 

Clinical Psychology in Primary Care and in the Community 

5.42 Although, in the light of current staffing levels, any suggestion that 
clinical psychology services should develop further may seem ill-conceived 
or extravagant, there is nevertheless a clear trend in several parts of Scotland 
for the services of clinical psychologists to be sought increasingly by general 
practitioners. It is expected that this demand will continue to giow. 

5 .43 Initially, a certain amount of anxiety was felt in psychiatry , in medicine 
generally, and also in clinical psychology, that the development of a service, 
whereby general practitioners referred patients directly to clinical psycho- 
logy departments, might well lead to confusion between psychological and 
psychiatric services. This has not happened; and those general practitioners 
who are currently using clinical psychologists tend to be among the best 
informed about the substantial differences between problems which are 
amenable to clinical psychological expertise and those requiring psychiatric 
care. Nevertheless, since there will always be some overlap, there is a need 
for close co-operation and liaison between general practitioners, clinical 
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psychologists and psychiatrists to ensure that the patient is referred to the 
appropriate specialist. 

5.44 An important consideration is that, through coming in contact with 
primary care cases, clinical psychologists will, in the process of effecting 
their work through other agents, form useful working relationships witli 
social workers, health visitors, GPs themselves, district nurses, organisers of 
playgroups and others. These contacts will parallel those made by clinical 
psychologists working in mental handicap, geriatric and children s services, 
where professional relationships extend widely into the community. 

5.45 In many parts of Scotland there are communities which do not have 
hospital facilities, so that the only medical services immediately available 
are those provided in Health Centres or GP group practices. The psycho- 
logical needs of such communities would be better served by clinical 
psychologists who are based in such centres, rather than in some remote 
central department. 

5.46 Psychological skills are not limited in their application to the confines 
of a formal institutional setting, or to the problems of abnormal or handi- 
capped individuals; they can be applied, as we have already made clear, to 
normal individuals and to normal communication problems, as, for 
example, health education. They can also be used to determine attitudes and 
behaviour affecting the general uptake of services and the efficient use of 
those services. 

5.47 These skills can also be applied to organisational and administrative 
tasks within institutions: for example, in selecting staff, in developing 
training programmes, in helping to design information storage and comput- 
ing systems and in examining changes in staff attitudes. Such tasks tap, not 
only the clinical skills of health service psychologists, but also their more 
general skills as psychologists; and they allow new developments in the 
general field of psychology to be brought to bear on service-related 
activities. 

5 .48 It is unlikely that clinical psychology will be able to develop in the areas 
just described as rapidly as the profession might wish, because of difficulties 
in regard to staffing and training. It is important, nevertheless, that 
associated professionals, and all others concerned, should be aware of 
contemporary trends; and it is also important that clinical psychologists, for 
their part, should maintain a healthy scepticism about how effectively they 
are operating, not only in terms of psychological theory and behaviour 
change, but also in terms of cost effectiveness, so that every effort is made to 
ensure that existing resources are used to best advantage. 
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6 Relations with Other Bodies and Professions 



Psychologists and the National Consultative Structure 

6. 1 Although, as endorsed by the Trethowan Report, clinical psychology is 
an independent profession and not “Supplementary to Medicine” within the 
meaning of the Act, it remains a new and numerically, a relatively small 
profession albeit one which is still growing rapidly. Clearly, it has already 
developed informal relationships with a number of other professions and 
bodies. Formal relationships, however, which have been achieved, in the 
first instance, by grouping together several kinds of graduate scientist in the 
National Health Service, have been more limited. Both for Whitley Council 
purposes and in the context of the National Consultative structure for the 
Scottish Health Service, clinical psychologists are linked with bio-chemists, 
medical physicists, micro-biologists, and the blood transfusion service. It 
became apparent early on — and this was endorsed by the Zuckerman Com- 
mittee (1968) (15) — that there were fairly fundamental differences betweei 
clinical psychologists and these other groups, characterised by the fact tha 
clinical psychologists have a particular professional commitment to the can 
and treatment of patients which goes beyond the commitment of most oi 
these other scientists. At the same time, psychologists have, in common with 
these groups, a concern with the discipline of the scientific method and 
empirical analysis; and this has lent cohesion to their joint deliberations with 
other scientists through the National Consultative Committee of Scientists 
in Professions Allied to Medicine. 

6.2 The re-organisation of the Health Service in Scotland, which 
established the Scottish Health Service Planning Council and the National 
Consultative Committees to advise it, and which linked clinical psychology 
to the other sciences related to medicine in a sub-committee structure under 
the aegis of the National Consultative Committee of Scientists in Professions 
Allied to Medicine, allowed psychologists to contribute formally tor the first 
time to the professional advice given to the Secretary of State or the Scottish 
Home and Health Departmemt. Elected representatives of all clinical 
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psychologists in the National Health Service in Scotland are thus able to 
contribute to the planning of health care policy at the highest level. Despite 
the inclination of other health professions, arising from their training and 
practice, to view health in physical terms, the psychological and educational 
aspects of health are now receiving more attention and higher priority than 
was formerly the case. This has arisen partly from the contribution which is 
being made by clinical psychologists through the advisory structure— a 
contribution which is likely to be increasingly important as health care 
moves towards the promotion of positive good health rather than merely 
providing an "illness service”. 



Clinical Psychologists and the Scottish Home and Health Department 

6.3 While there is an indirect link between clinical psychologists in the 
Health Service in Scotland and the Scottish Home and Health Department 
through the national advisory structure, the current organisational structure 
of the profession in Scotland does not provide clinical psychologists with 
formal links beyond their own health boards. Sometimes the more senior 
clinical psychologists in Scotland will be approached for personal views on 
certain issues by representatives of SHHD, and it is well recognised that it is 
the perogative of the latter to do so. There are, however, issues transcending 
area boundaries, which concern the profession as a whole, and which fall 
within the remit of the Department rather than of the Planning Council. 
Examples of these are the training and supply of members of the profession ; 
the funding of training, the co-ordination of individual contributions to 
research at area and personal level with nationally funded research, and the 
needs for nationally funded research in particular areas (as currently co- 
ordinated to some extent by the Office of the Chief Scientist). Matters of 
equipment supply, the development of national and local survey methods 
and the involvement of clinical psychologists in issues of prophylaxis and 
health education also fall within this category. 

6.4 These issues are likely to be most pressing for heads of departments in 
the larger health boards and are of limited interest in those boards where 
there are very few psychologists; but these very disparities make it all the 
more important that a clear national policy, which aims to give equitable 
services to all individuals, irrespective of where they live, should be formu- 
lated and promoted by central government, even if its implementation is a 
matter for health boards. To this end, an Adviser in Clinical Psychology to 
the Scottish Home and Health Department would be a great advantage. 
Some of the other independent professions within the National Health 
Service already have the benefit of such offers and it would seem short- 
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sighted, especially when an appointment of this kind was recommended in 
the Trethowan Report, for such an appointment to be long delayed in Scot- 
land. The availability of a very senior and respected clinical psychologist 
from the NHS, initially on a consultative, part-time basis, would be of value 
to many sections within the Scottish Home and Health Department and 
would facilitate the provision of advice on psychological matters to health 
boards. 

6.5 Such an Adviser would complement the role of the Clinical Sub- 
Committee of the National Consultative Committee of Scientists in Profes- 
sions Allied to Medicine by giving information and advice direct to senior 
members of the Department, and also by briefing them on the background 
of psychological thinking and practice lying behind reports and other state- 
ments from the national consultative machinery. The Adviser would also 
have a role in liaising with the Scottish Education Department, and, in 
particular, with Social Work Services Group, on matters of common 
interest. Such an appointment would also promote better communication 
between the Department and professional bodies such as the British Psycho- 
logical Society. 

Clinical Psychologists and the British Psychological Society 

6.6 While the Clinical Psychology Sub-Committee of the National Con- 
sultative Committee of Scientists is a Scottish body and is drawn fro - 
constituent clinical psychologists in Scotland, whether or not they a 
members of any professional organisation, one member of the Sub 
Committee must be a representative of the British Psychological Society, 
the learned Society which represents the interests of psychologists through- 
out the UK, and, in the particular context of this report, fosters close links 
between Scottish psychology generally and attitudes, experiences and 
developments experienced by their colleagues south of the border. This is 
important because it allows useful interaction between clinical psychology 
and general psychology both in its academic and in its other aspects. Clinical 
psychologists have, for example, a particular interest in the Clinical Training 
Committee of the Professional Affairs Board of the BPS, which through its 
own post-graduate Diploma in Clinical Psychology monitors post-graduate 
training courses in clinical psychology to ensure that standards are being 
maintained at appropriate professional levels. It also seeks to maintain 
comparability between the standards required by university post-graduate 
courses in clinical psychology and those required by the British Psycho- 
logical Society as an examining body. The views of this Committee on 
various clinical psychology training courses are regularly sought by the 
appropriate Whitley Council negotiating committee. 
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6.7 The British Psychological Society itself is organised into a number of 
Branches and Divisions. The Divisions represent broad areas of applied 
professional interest such as clinical, occupational and educational 
psychology, whereas Branches are concerned more with the dissemination 
and development of psychological knowledge on a geographical basis. It is, 
therefore, the Scottish Branch of the BPS which nominates a member of the 
NSCC Clinical Psychology Sub-Committee. 



Clinical Psychologists and the Universities 

6.8 There is a variety of ways in which clinical psychologists in the Health 
Service are likely to develop relationships with university departments of 
psychology, psychiatry or mental health. For clinical psychologists, as for all 
relevant professions in health board teaching areas, university and NHS 
functions are inextricably interwoven. This has the advantage that university 
psychologists who are trained as clinical psychologists can maintain a clinical 
element in their work and that clinical psychologists in the Health Service 
can pursue academic studies, and can also benefit from the experience of 
teaching their discipline at an academic level. Professional links organised in 
this way, with reciprocity of honorary appointments, are not only useful in 
fostering collaborative research, as well as the development and exchange of 
ideas within the discipline, they are also necessary, since university staff 
running courses in clinical psychology must be clinically qualified. Similarly, 
qualified clinical psychologists employed by a university should be accorded 
membership of Area Committees of Clinical Psychologists within the 
National Health Service so that they can play a part in formulating Health 
Service policy in clinical psychology. 



Clinical Psychologists and Psychiatry 

6.9 At a functional level within the National Health Service, the most 
established and productive relationship of all has been that which obtains 
between clinical psychologists and psychiatrists. There can be little doubt 
that, but for this relationship, clinical psychology would not have developed 
within the Health Service. Clinical psychologists are bound to recognise the 
considerable mutual support which these two disciplines have given to each 
other over the last three or four decades. The most cursory glance through 
journals, such as the British Journal of Psychiatry or Behaviour Research 
and Therapy, will at once indicate the extent to which cross-fertilisation of 
ideas and collaborative effort have developed over the years. It is extremely 
important, therefore, that this productive and close relationship should be 
maintained. 
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6. 10 In spite of the expansion of clinical psychology into paediatrics, neuro- 
psychology, primary care and general medicine, the vast majority of clinical 
psychologists will continue to spend most of their time with adult psychiatric 
patients, in or out of hospital. This neither precludes work which may yet be 
done, nor devalues work already done, by clinical psychologists in some of 
the other areas mentioned; but the concern of psychiatrists that the kind of 
assistance which has been provided in the past should continue to be avail- 
able in the future is wholly understandable. 

6.11 The mechanism for ensuring adequate relationships between psycho- 
logists and psychiatrists will probably continue to operate, at the formal 
level, through the Division of Psychiatry and through the heads of sub- 
departments within an Area Service of Clinical Psychology. There is little 
doubt that, at the national level, there has already been useful interaction 
between the National Consultative Committee of Scientists and the 
National Medical Consultative Committee and, in particular, between the 
Clinical Psychology Sub-Committee of the NCCS and Psychiatric Sub- 
Committee of the NMCC. At area level, it seems likely that even closer links 
could be forged between Area Committees of Clinical Psychologists and 
Divisions of Psychiatry. Most important of all there is nothing better for 
effective day-to-day relationships than frequent, close and understandin 
contact between individual psychologists and psychiatrists. The formati 
of new area services should not preclude the opportunity for frequent inti 
action of this kind, since experience has demonstrated that the most effectiv 
collaboration, in terms of developed patient care, the initiation of new 
techniques, and matters concerning the fuller integration of the profession 
stem from person to person contact characterised by a clear awareness of 
each other’s expertise, goals, values and practices. 



Clinical Psychologists and Other Medical Practitioners 

6.12 The position in respect of general psychiatrists holds equally for 
psychiatrists in mental handicap, in child and adolescent mental health and 
probably now in paediatrics. There are sufficient numbers of clinical psycho- 
logists in these fields. The Trethowan Report, however, welcomed the 
involvement of clinical psychology in fields such as general medicine and 
surgery, forensic medicine, neurology and geriatrics. Formal links through 
the various Divisions of medicine, Area Committees of Clinical Psychology 
and Area Heads of Service seem to be the most likely routes for the 
development of working practices and relationships in what are now fairly 
well defined sub-specialties within the National Health Service. Our earliei 
comments about the importance of close and informal day-to-day relation- 
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ships between clinical psychologists and psychiatrists apply also in the case 
of other medical practitioners. 

6.13 Relationships with general practitioners will require some furthei 
elaboration, since their numbers and their potential demands on clinical 
psychology resources could be far greater than those of all the other medical 
specialties put together. In practice, the historical development of clinical 
psychology in primary care would suggest that there is likely to be an 
increasing pressure on Area Departments of clinical psychology to meet the 
needs for psychological treatment, assessment and advice of patients of 
general practitioners. Although there is an emphasis in recent reports by the 
Scottish Health Service Planning Council e.g. SHAPE {2) , on such topics as 
health education and prevention, and although this might be seen to under- 
write a good deal of clinical psychological effort being directed through 
primary care, clinical psychologists will have to balance the demands for 
service based on these new needs against the persisting and well documented 
needs of the psychiatrically ill, the mentally handicapped, disturbed children 
or adolescents, and the aged. 



Clinical Psychologists and Social Workers 

6. 14 In many fields of work in the Health Service multi-disciplinary profes- 
sional endeavour is not only desirable but necessary and the medical 
practitioner/clinical psychologist/social worker team is one which, originat- 
ing in child guidance, has become increasingly common in a variety of fields. 
The team has expanded to include others such as health visitors, teachers 
and educational psychologists. Nevertheless, the relationships between 
clinical psychologists and social workers have not so far been spelt out in 
detail and comment on these is called for. 

6.15 Clinical psychologists are employed by a number of agencies outside 
the National Health Service, such as the prison service, military hospitals, 
local authorities (particularly in England where community clinical psycho- 
logists have been appointed), and the Scottish Education Department, in 
respect of services to List D schools. Recently it has become apparent that 
many clinical psychologists in Scotland make a professional commitment to 
community work in mental handicap, particularly in regard to visiting, 
advising and otherwise helping in adult training centres, day care centres, 
hostels, old people’s homes and so forth. Much of this work has been done 
informally since it stems from the day-to-day clinical work of such psycho- 
logists in hospitals and health centres. As a result, some local authorities and 
social work departments are now realising that they could use more clinical 
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psychological time to further this work, and may well be considering 
whether or not they themselves should appoint psychologists and, if so, 
whether these should be educational, clinical or occupational psychologists. 

6.16 Broadly speaking, psychologists with a clinical training are the best 
equipped for the sort of work, other than that involving children and 
adolescents, which has been needed up till now in social work contexts. 
There are strong arguments for keeping the body of clinical psychologists as 
a coherent and integrated one both in organisational and in professional 
terms; and, to that end, it is desirable that Social Work Services in Local 
Authorities should meet their needs for psychological services by partly or 
wholly funding clinical psychologist establishments at appropriate grades 
within the Area Psychological Service of the Health Board, on the under- 
standing that appropriate and particular hours or sessions of clinical 
psychological time would be made available to them. This could be effected 
through Joint Liaison Committees. In short, it is recommended that Social 
Work Departments should buy time rather than employ clinical psycho- 
logists of their own. In this way, clinical psychologists can make a formal 
contribution to the work of these Departments, while remaining members of 
a larger team, reaping the benefit of the professional stimulus and versatility 
which derives from this, and avoiding isolation, undue dispersal of clinical 
psychology effort, and the anomalies which arise from different terms and 
conditions of service. Area Psychological Services, in turn, should be givei 
opportunities to develop new lines of expertise and to integrate effectively 
work in the community with hospital-based work. 

6.17 Inevitably, with such an arrangement, itwouldbe necessary, bothfora 
more formal statement of ethical guidelines and for a Code of Practice to be 
developed in respect of clinical psychologists and social workers. This code 
would be analogous to that dealing with the relationships between clinical 
psychologists and doctors and it would include similar elements on, for 
instance, matters of confidentiality; but it would also contain items on the 
involvement, and respective roles, of clinical psychologists and social 
workers. 

Clinical Psychologists and Educational Psychologists 

6.18 In the early days of the NHS, clinical psychologists working with 
children had frequently trained as educational psychologists. This may well 
account for much persisting confusion, among members of the public, about 
the respective roles of these two professions. The development of formal 
clinical psychology training courses, however, and the growth of behaviour- 
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ally orientated treatment methods, has led to a sharper differentiation 
between clinical and educational psychology. The suggestion in recent 
reports, including the Court, Trethowan and Warnock Reports, that educa- 
tional and clinical psychologists working with children and adolescents 
should combine to form a new discipline of “child psychologist ’ has been 
coolly received by the two professions concerned. While both specialties of 
applied psychology are in favour of extensive co-operation and mutual 
inter-communication, there is little support for the establishment of child 
psychology as a new professional grouping. Both clinical and educational 
psychologists are qualified to deal with the psychological problems of 
children and adolescents, and existing resources in both fields should be 
applied to these problems as they are presented by the NHS and other 
agencies. In any event, current difficulties in the organisation and funding of 
post-graduate training courses would be seriously compounded by the 
emergence of a third specialty. 

6.19 Perhaps one of the strongest arguments against the development of a 
profession of child psychology is that, for the forseeable future, it seems 
unlikely that the number of clinical psychologists recruited to the NHS will 
satisfy known needs. These require clinical psychologists, generically 
trained, to exercise their skills on all age groups (the vast majority of NHS 
patients are not children), and to direct these skills to a large variety 
of Health Service clients and sub-populations, including children. The 
diversion, therefore, of good psychology graduates, who might otherwise 
have taken clinical post-graduate training, to work only with children and 
adolescents is both uneconomic and inflexible. 

6.20 Most clinical psychologists recognise that they can be supported and 
aided in their therapeutic work by educational psychologists who have a 
special knowledge of the problems of children at home and in school. The 
two branches of applied psychology have to be seen as complementary in 
meeting the needs of children and adolescents; and it is recommended that 
any sub-department of child and adolescent clinical psychology in an Area 
Health Service should have both formal and informal links with the appro- 
priate educational psychology team employed by the local authority. It is for 
the senior psychologist in each of these services to ensure that the courtesies 
of sharing professional information, and of meeting each other, by arrange- 
ment, in schools, child guidance centres, hospitals, clinics and so forth, are 
routinely observed. It would also be reasonable to suppose that, as well as 
informal collaboration between educational and clinical psychologists, there 
would be formal arrangements for the sharing of treatment programmes, 
and of information following detailed professional investigations, as well as 
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for the hearing of opinions and views in case conferences organised either by 
local authority or health service personnel. In some areas, arrangements 
already exist for regular meetings of educational and clinical psychologists 
for the discussion of organisational, professional and administrative issues. 
While the public at large need to recognise that there are significant 
differences in the training, and day-to-day work, of educational and clinical 
psychologists, these groups themselves need to recognise that they have a 
great deal in common. 



Clinical Psychologists and Nurses 

6.21 Clinical psychologists and nurses have few formal relationships. In 
part, this may stem from the Salmon Report’s (1966) emphasis on relation- 
ships within nursing. ( 16) Whatever the reason — and Salmon was never rigidly 
applied — psychologists and nurses enjoy formal contact only indirectly and 
only because they share a common interest in nurse training for the Register 
and for further post-qualification courses involving psychology. In practice, 
of course, many clinical psychologists work closely with nurses, especially in 
behaviourally-based treatment programmes and this accentuates the need 
for additional formal links, so that issues concerning the most appropri?' 
inter-professional relationships (especially where procedures and therapl 
in which clinical psychologists have special expertise, are concerned) can 
properly debated and resolved. Similar interdisciplinary concerns arise, *U 
example, in regard to community nurses acting as primary providers o. 
health education. Broad policies and particular practices all need to be 
discussed and agreed. Accordingly, it is essential that contact should be 
maintained: 

(a) at health board level, between the most senior psychological and 
nursing staff, i.e. between the CANO and the Director of Area 
Psychological Services or Chief Area Psychologist, and 

(b) at unit level between, for example, the SNO and the Principal Clinical 
Psychologist who leads the psychological staff of that unit. 



Clinical Psychologists and the Professions Supplementary to Medicine, and 
Speech Therapy 

6 . 22 Clinical psychologists come into contact , as part of their normal clinical 
work, with several of the Professions Supplementary to Medicine, especially 
with Occupational Therapists and Physiotherapists, and also with Speech 
Therapists; but here again there are few organisational links. The formal 
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links which do exist are largely concerned with the psychology content of the 
various professional qualification courses. These groups are anxious, how- 
ever, to increase their formal professional contacts with clinical psycho- 
logists. 

Clinical Psychologists and Voluntary Bodies 

6.23 Finally, clinical psychologists relate to voluntary bodies such as 
Dr Barnardo’s homes, the Spastics Society, the British Red Cross and 
individual groups of volunteers such as Leagues of Friends of Hospitals and 
others who make a commitment to helping patients in one or other context. 
The role of clinical psychologists in relation to many of these groups is fairly 
diverse and may range from heavy involvement to very occasional contact. 
Generally speaking, much of the advisory, investigative and consultative 
time given to such bodies by clinical psychologists has arisen fortuitously in 
the context of specific hospital, clinical and community situations. Up till 
now there has been no consideration given to the funding or costing of such 
activities, but, since clinical psychological time is at a premium, some 
thought should be given to the extent to which such commitments can be 
met, without being specifically costed and funded. The general trend within 
the profession is to give as much help as is asked for in the first instance, since 
the contribution of voluntary bodies to health care is recognised as sub- 
stantial. Relationships between the professionals and such groups are 
probably best organised informally through a Voluntary Services Organiser 
and the Head of the Psychology Department, although there may be a need 
to create links at national level, especially where issues such as payment for 
clinical psychology services are involved. 
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7 Manpower and Training 



7.1 At the inception of the NHS there were no more than a dozen clinical 
psychologists in Scotland and it took twenty years for the profession to 
double its size. The nineteen seventies saw a rapid expansion in numbers, 
94 individual clinical psychologists being employed in 1976 and 158 being 
in post in 1983. This dramatic increase is gratifying and reflects an increased 
awareness of the contribution that clinical psychology can make to 
health care, but while it indicates a large percentage increase of staff, this 
must be seen in the context of a very low starting point and the increase in 
numbers is still comparatively modest. In earlier chapters we have described 
the changing role of the clinical psychologist. We have also stressed th 
importance of the main teaching centres and the contribution of members 
other specialties, notably psychiatry, to the development of clinical psyc 
logy. Tables 1 and 2 show very clearly the wide variation in the number 
clinical psychologists by health board and by specialty. These variatioi 
reflect the rather haphazard, unplanned growth of clinical psychology in the 
NHS. 

7.2 The organisation of clinical psychology at area level, makes it possible 
for psychological services within health boards to be developed systematic- 
ally, with advice on psychological services being given by psychologists as 
well as by other interested parties. The identification of areas of unmet 
need, the allocation of priorities within these areas of need and the attendant 
staffing and training implications are all important tasks for Area Psycho- 
logists and Area Advisory Committees. 

7.3 Manpower planning must take place in the setting of national and local 
health care policies. Reports emanating from working parties set up by the 
SHSPC Mental Disorder Programme Planning Group on services for the 
mentally handicapped, for the elderly with mental disability and for the 
mentally ill have all urged an increase in the number of psychologists 
working in these specialist fields. Similarly, the proposals of various reports 
on child services have implications for an increased contribution from 
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clinical psychologists in that particular field. Furthermore, those services 
currently designated by the Secretary of State as having high priority for 
future expenditure, namely, the services for the elderly, the mentally ill, the 
mentally and physically handicapped, are precisely those services to which 
clinical psychologists make a significant contribution. As noted elsewhere, 
however, the role of the clinical psychologist has expanded not only within 
the ‘■traditional’ area of mental health care, but also outwith this area to 
other specialties within the health service. 

7.4 There is little doubt that if developments currently envisaged for the 
Health Service in Scotland are to proceed satisfactorily, there must be a 
continued and marked increase in the number of clinical psychologists. 

7.5 In planning such an increase, due attention must be made to the number 
of posts at each grade. The present structure of Basic, Senior, Principal and 
Top Grade, outlined in paragraph 2. 10, has been shared with other scientists 
since the inception of the NHS. In many respects it is increasingly difficult to 
reconcile with current developments in clinical psychology. 

7.6 There are three main phases in the career of a clinical psychologist, 
namely, a period of formal post-graduate instruction and supervision, a 
period during which experience and specialised skills are acquired, and 
finally a period when the co-ordination of such skills and experience, 
supported where necessary by study leave and similar training, is carried to 
the point where the psychologist can contribute authoritatively at all levels 
of health care, individual and organisational. 

7.7 The existing Whitley grades fit this three-phase model of clinical 
psychology practice at the two extremes. Probationer Basic Grade clinical 
psychologists are unequivocally undergoing formal instruction and training, 
while at the other extreme. Principal and Top Grade clinical psychologists 
are skilled experienced practitioners, usually with some organisational, as 
well as clinical, responsibilities. 

7.8 Within the profession there has been much argument regarding the 
functions of the post-Probationer Basic Grade clinical psychologist. Such a 
clinical psychologist is qualified but relatively inexperienced, so that 
whether he or she can be said to be a fully independent worker is debatable. 
Differences in function within the Senior Grade have produced less polari- 
sation of opinion but these differences pose problems of greater importance 
in the long run. Senior clinical psychologists are clinically experienced to the 
extent that they are eligible to supervise probationer psychologists. On 
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promotion to Senior Grade, clinical psychologists often channel their basic 
grade skills into specialist areas, while at the same time, they are involved in 
team activities which foster the development of organisational skills. 

7.9 After four years in the senior grade, a clinical psychologist is eligible 
for appointment to the Principal Grade. In practice, many Senior Grade 
psychologists remain in this lower grade for more than four years and in such 
cases are filling the role of a Principal. This frequently happens in situations 
where a job has been correctly created at the Senior Grade but where, over 
time, the psychologist’s role has developed and extended. Recent re- 
definition of the Principal Grade should allow such developed posts to be 
regraded more readily than in the past. 

7.10 No formal study of manpower requirements for clinical psychology has 
been carried out either in Scotland or in the United Kingdom as a whole. 
The wide geographical variations in numbers of psychologists, the degree to 
which the profession has become an accepted part of a health board’s 
provision of care, and the extent to which the service has been organised on 
Trethowan lines, all provide obstacles to a simple overview. Specific require- 
ments, such as those arising from a review of the work done by Senior Grade 
psychologists, could be assessed quite easily and this would provide guide- 
lines for part of the service at least. 

7.11 Many Government Reports, cited in earlier chapters, have ma- 
recommendations which, explicitly or implicitly, require an expansion 
clinical psychology services. These projected demands, considered ale 
with empirical studies of specific clinical psychology services carried out t 
the Clinical Psychology Sub-Committee of the National Consultative 
Committee of Scientists in Professions Allied to Medicine and by the British 
Psychological Society, can be used to estimate the manpower required for an 
adequate clinical psychology service throughout Scotland. The estimates 
which follow are based mainly on conventional demands for clinical 
psychology services within the health service. The projected requirements 
of each of the main specialties within clinical psychology precede an overall 
statement of need. 



Estimates of Staffing Requirements 

(a) Mental Illness 

7.12 From our knowledge of the workload of clinical psychology depart- 
ments in Scottish psychiatric hospitals with busy out-patient clinics and 
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active in-patient treatment units it is estimated that about 125 psychologists 
would be required to give a minimally adequate service across the country. 
This includes services to elderly patients with mental disability. It includes a 
service to forensic psychiatry but not to the Prison Service, so that special 
staffing provision would have to be made where a Health Board contained 
penal establishments. It also includes the provision of a service to those 
alcoholic patients who are treated in normal psychiatric facilities, but 
additional arrangements would have to be made if a specialist Unit on 
Alcohol Problems was involved. 

(b) Medical Rehabilitation and Acute Medical Services 

7.13 An accurate estimate of staffing needs in these fields is difficult 
because, in general, existing clinical psychology services here are poorly 
developed. The British Institute of Rheumatology and Rehabilitation in its 
evidence to the Trethowan Committee argued that each medical rehabilita- 
tion unit should have one clinical psychologist. A survey of referrals from 
Departments of Neurology and Neurosurgery suggests that between two- 
thirds and one clinical psychologist (WTE) would be required in a 250,000 
population district. Other studies suggest that at least one clinical psycho- 
logist would be required per District General Hospital to deal with referrals 
from the non-psychiatric wards alone. Of course there would probably be 
some overlap in the provision of clinical psychology services to these various 
branches of medicine , so that in the Scottish Health Service , some 35 ( W TE) 
clinical psychologists would be required to provide a primarily hospital- 
based service, with some out-patient provision. 

(c) Geriatric Services 

7.14 In the past the involvement of clinical psychologists in the care of the 
elderly has been minimal, and yet psychology has contributed considerably 
to our knowledge of ageing. There is, therefore, a sound argument in favour 
of a psychological contribution to this demanding health problem. To 
provide a basic contribution to the geriatric services in Scotland would 
require a minimum of 20 (WTE) psychologists. No account is taken, in this 
estimate, of the predicted increase in the number of elderly people over the 
next 15 years, nor is provision made for clinical psychology services to Social 
Work Departments. 

(d) Primary Health Care 

7.15 The Trethowan Report emphasised the importance of clinical 
psychology services in primary health care and empirical studies have 
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indicated considerable scope for expansion in this field. It has been 
estimated that to provide psychological advice and treatment to every 
patient consulting a GP or attending a Health Centre, who would benefit 
from such a service, would require one clinical psychologist per 20-25,000 
population. However, a proportion of these cases concern children, the 
mentally handicapped, the elderly with mental disability and adults who 
would otherwise be referred through psychiatric channels. It is estimated 
that to deal with the demand generated solely by primary care, at least 35 
(WTE) clinical psychologists would be required initially, in Scotland. 

(e) Child and Adolescent Services 

7.16 Like the mental handicap services, the child and adolescent services 
are an established specialty which remains grossly understaffed despite the 
important, and widely recognised contribution to these services that clinical 
psychologists are able to make. Estimates derived from the Court Report 
(1976) recommendations suggest a need, in Scotland, for at least 60 psycho- 
logists specialising in work with children. <6) Taking into account a service to 
the adolescent population it is estimated that a total of 90 (WTE) clinical 
psychologists would be required. 

(f) Mental Handicap 

7. 17 The recommendations of the Batchelor Report (1970) on the staffii 
of mental handicap hospitals, in Scotland, indicated a requirement of son 
40 psychologists specialising in this field. (17) In the decade since that Repc 
was published, advances in psychological assessment and treatment, and the 
greater emphasis which is now being placed on the provision of community 
services to such patients, make this figure a clear under-estimate. Further- 
more, the support of the more recent Peters Report (1979) on Services for 
the Mentally Handicapped in Scotland for the proposal that clinical 
psychologists should, in place of consultant psychiatrists, assume overall 
responsibility for the control of some beds and day places and the statement 
that “there is a clear need for additional personnel in this field” (p. 87) has 
additional manpower implications. (9) We estimate, therefore, that the 
Mental Handicap Services currently need at least 90 (WTE) clinical psycho- 
logists. 

(g) Overall Need 

7.18 Table 3 summarises the estimated number of clinical psychologists 
required to provide a comprehensive service to the NHS in Scotland. The 
estimated numbers in each grade are based on the British Psychological 
Society’s evidence to the Trethowan Committee, in which it was recom- 
mended that at least as many posts should exist at higher grades as exist at 
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Senior and Basic grades. This leaves a total of 45 Probationer Posts, the 
number required to maintain these estimated staffing levels once they have 
been achieved. Until such staffing levels have been achieved, however, the 
number of training posts will require to be in excess of 45 per year in the 
short term. This brings us to the issue of training in clinical psychology. 



Methods of Training 

7.19 There are now two ways of qualifying at the necessary post-graduate 
level as a clinical psychologist for the NHS. These are, 

(a) by satisfactorily completing one of the approved University based 
courses leading to a Master’s Degree in Clinical Psychology; or 

(b) by completing three years full-time in-service training and passing 
the examination leading to the British Psychological Society’s 
Diploma in Clinical Psychology. 

Training at this stage is essentially generic and each trainee should, there- 
fore, have a variety of experience covering at least adult psychiatry, both 
acute and chronic, child psychiatry and mental handicap. It is also important 
that trainees should have a variety of supervisors. There should also be 
formal instruction not only in clinical psychology, but in other subjects such 
as psychiatry, neurology and other related disciplines. The content of 
training programmes varies from course to course, but, as we have already 
indicated, uniformity and standards are maintained by regular monitoring of 
training courses by the Committee for Training in Clinical Psychology of the 
British Psychological Society. 



Methods of Funding 

7.20 Currently trainees are funded by one of four methods: 

(a) NHS Basic Grade Probationary Posts. In this case the trainee is an 
NHS employee and receives the appropriate salary; 

(b) Studentships derived from funds obtained from the NHS or from 
University and NHS monies combined. In this case the trainee 
receives a grant which is administered by the University; 

(c) Medical Research Council Studentships, where the arrangement is as 
in (b) above. 

56 

Printed image digitised by the University of Southampton Library Digitisation Unit 



(d) Self-financing. As well as personal financing this includes foreign 
students on Commonwealth Scholarships or funded by their own 
governments. 

Of these methods the first and second are the most common. 



Training in Scotland 

7.21 In Scotland, the three University Courses based at Glasgow, Edin- 
burgh and Aberdeen have been the main regular source of clinical 
psychologists. There are in addition, at any one time, a number of trainees 
doing in-service training, seeking to qualify via the BPS Diploma. These 
in-service training posts, however, are unlikely to be specifically earmarked 
as training posts, and, as a general rule, at the end of the in-service period, 
trainees continue in post at Post Probationer Basic Grade, the training 
function of the post consequently lapsing. 

7.22 The issue of training and its funding is one that has pre-occupied the 
Clinical Psychology Sub-Committee of the National Consultative Com- 
mittee of Scientists in Professions Allied to Medicine since its inception in 
1974. As early as 1975 a memorandum was prepared in which three major 
problems with regard to manpower were identified. These were (a) thr 
general shortage of clinical psychologists in the Scottish Health Service, ( 
the inadequacy of the training output for current and future needs, and ( 
the wide variation in the distribution of clinical psychologists aero, 
geographical and specialist areas. The central problem was seen to lie in the 
funding of trainees, which was sparse, unplanned and therefore erratic. This 
situation has remained unchanged; but, for as long as individual health 
boards are left to decide how many psychologists to train in each year, there 
can be no planned expansion on a national scale. 

7.23 The University courses in Scotland produce, on average, fifteen new 
clinical psychologists for the NHS each year. Were it not for serious 
limitations on funding, these courses could accommodate an intake of 
approximately 25 trainees per year, but, understandably, the health boards 
concerned are reluctant to assume the financial burden of training clinical 
psychologists for the entire country. 

7.24 Because of its reliance on University-based courses, the training of 
clinical psychologists in Scotland suffers from an additional problem at 
present, arising from the financial restrictions which are currently being 
imposed on the Universities. The Universities’ policy of not re-appointing 
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lecturers when a post is vacated means that these training courses are under 
constant threat of closure. 



Central Funding 

7.25 With the above difficulties in mind, the Clinical Psychology Sub- 
Committee of the National Consultative Committee of Scientists in Profes- 
sions Allied to Medicine has repeatedly urged that an alternative method of 
funding training should be considered. By far the simplest solution would be 
for some form of central funding to be arranged for all trainee psychologist 
posts. Three possible ways have been suggested: — 

(a) Allocation of additional funds to those health boards which train 
psychologists to enable them also to train psychologists for boards 
which lack the necessary training facilities; 

(b) Type B Funding, by which health boards agreed that monies which 
would otherwise come to them are paid into a central fund to allow 
central funding of trainees; 

(c) Direct central funding of trainees by the Common Services Agency 
which has a responsibility for training. 

7.26 Central funding of traine es could be organised , in consultation with the 
profession, health boards and SHHD in such a way as to ensure controlled 
expansion into the areas, and into the clinical fields, where they are most 
required. An agreed equation could also be worked out between the number 
of qualified clinical psychologists required and the number in training. 
Unfortunately, because of existing departmental policy that NHS funds 
should be wholly disbursed to health boards and that boards should have the 
discretion to allocate their funds according to their own priorities, this 
proposal has so far met with no success. 

7.27 It is recommended that a working party should be appointed to 
consider current arrangements for the funding of training in clinical 
psychology, to examine alternative methods of funding, and to recommend 
accordingly.* 

7.28 If the decision on the allocation of resources to training is to continue 
to be at the discretion of individual health boards, then there is a special onus 
on those health boards which resist central funding to allocate sufficient 
finance to fund the necessary training in clinical psychology. This is para- 
mount if the substantial increase in clinical psychology manpower, called for 



* Arrangements for the setting up of this working party by the Planning Council were in hand at 
the end of 1983. 
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in recent reports, is to be achieved. This view is expressed with admirable 
succinctness in SHAPED; — “Our recommendations with regard to the 
elderly, the mentally handicapped, the mentally ill and the physically handi- 
capped also have implications for clinical psychologists who are already in 
short supply. Although there is no shortage of applicants, training needs for 
this profession present serious funding problems which need examination”. 
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SUMMARY 



Development of Clinical Psychology in Scotland 

1. At the inception of the NHS clinical psychologists were linked to 
physicists and biochemists as non-medical health care scientists and they 
continue to be grouped with such scientists in the Whitley Council structure 
(Para 2.2). 

2. The Report of the Trethowan Committee (1977) was a landmark in the 
development of clinical psychology, affirming the profession’s independent 
status and offering a model for its organisation and management within the 
NHS (Para 2.9). 

3. Clinical psychologists are graduates who have undertaken further 
training and experience in health care and who give direct health care in 
addition to providing scientific support services. Collectively, they form a 
channel through which knowledge accumulated by academic and applied 
psychologists is made available to patients or to other health care profes- 
sions (Paras 2. 10 to 2. 12). 

The Contribution of Clinical Psychology to Health Care 

4. Clinical psychologists have traditionally grouped their activities under 
four main headings. Assessment (Paras 3.2 to 3.4), Treatment (Paras 3.5 to 
3.7), Teaching and Training (Para 3.8) and Research (Paras 3.9, 3.10). As 
the numbers of psychologists have grown, and as the impact of such psycho- 
logists on the organisation and delivery of services has increased, so has the 
need to add a fifth heading. Planning and Management (Para 3.11). 

Organisation and Delivery of Services 

5. The variety of problems dealt with and the range of specialists making 
referrals has increased with time. In well-staffed departments this has 
facilitated specialisation within the framework of a single profession (Paras 
4.1 to 4.3). 

6. The number of clinical psychologists employed by Boards varies greatly 
while, within Areas, geography and historical accident dictate how a service 
is made available (Paras 4.5 to 4.7). 

7. Schemes for the deployment of services need inbuilt flexibility to 
accommodate development and change in the fight of new health problems 
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and priorities. The appointment of a suitably qualified Head of Department 
is a crucial step in ensuring that services are deployed to good effect (Paras 
4.12 to 4.17). V 

Specialisation within Clinical Psychology 

8. The majority of clinical psychologists work with emotionally disturbed 
adults. Their role in this field, while well established, continues to develop 
(Para 5.2). 

9 . Clinical psychologists working with children and adolescents need to be 
distinguished from educational psychologists (Para 5.9). Child clinical 
psychologists are increasingly involved in the management of a wide range 
of developmental problems with a shift in emphasis towards community 
rather than hospital-based services (Paras 5 . 10 to 5 . 12) . 

10. Clinical psychologists have developed methods of assessment and 
treatment based on behavioural principles which have been of great value in 
the care of the mentally handicapped, both in hospital and in the com- 
munity. While the importance of the psychologist’s role has been 
recognised, the continuing shortage of qualified clinical psychologists 
severely limits their contribution to the care of the handicapped (Paras 5 l c 
to 5.16). 

11. While many kinds of psychologist contribute to forensic science and 
practice, clinical psychologists have a particular role to play with selected 
offenders and with patients at the State Hospital (Paras 5.26, 5.28). 

12. A great deal of psychological science is applicable to the care and 
treatment of the elderly but, to date, clinical psychology has made only a 
small contribution to geriatrics. In the short term the most effective use of 
clinical psychologists lies in their role as applied scientists and in the teaching 
and training of others (Paras 5.30 to 5.35). 

13. Clinical psychologists have an important part to play in medical 
rehabilitation and they have much to offer in regard to the care of the 
physically ill, not least through bringing physicians and surgeons into contact 
with the body of knowledge which deals with psychological aspects of 
physical illness. (Para 5.41). 

14. There are close links between clinical psychologists and general prac- 
titioners in many parts of Scotland and such links are likely to develop 
further in the future. Health centres and surgeries are well placed to 
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promote community-based care, especially in the promotion of positive 
health care (Paras 5.42 to 5.46). 

Relations with Other Bodies and Professions 

15. The longstanding links with other NHS scientists, primarily in respect 
of Whitley matters, have continued through the National Consultative 
Committee of Scientists in Professions Allied to Medicine (Paras 6. 1, 6.2). 

16. There would be a great advantage in the direct provision of psycho- 
logical advice to SHHD. The creation of a post of Adviser to the 
Department initially on a consultative, part-time basis would facilitate this 
(Paras 6.3 to 6.5). 

17. Clinical psychologists have, through the British Psychological Society 
and the universities, continuing links with academic and other applied 
psychologists (Paras 6.6 to 6.8). 

18. There should be closer formal links at Area level between clinical 
psychology advisory groups and the medical advisory structure (Paras 6.11 
to 6.13). ‘ 

19. Formal links with social work departments and voluntary bodies are 
necessary as clinical psychologists become increasingly involved in 
community-based work. Advice on psychological input to social work or 
voluntary services and matters such as confidentiality and ethical guidelines 
are topics where formal links would be of benefit (Paras 6. 14 to 6. 17, 6.23) . 

20. Clinical and educational psychology are related but distinct profes- 
sions. While both groups welcome the creation of formal structures to deal 
with matters of mutual concern, neither has supported the proposal that 
there should be a new profession of child psychologist (Paras 6. 18 to 6.20). 

21. Formal links with nurses and the professions supplementary to 
medicine, at present largely confined to training curricula, should be 
extended to cover inter-professional relationships and similar issues arising 
from the widespread application of psychological treatments (Paras 6.21, 
6 . 22 ). 

Manpower and Training 

22. The recent rapid increase in the number of clinical psychologists is 
welcome but must be seen as small in absolute terms (Para 7. 1). 
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23* Many leports and working parties have urged increased priority in 
areas of care where psychologists can contribute either directly or through 
the training of others. Implementation of such priorities must include an 
increase in the number of clinical psychologists, ensuring an adequate 
balance between the grades (Paras 7.3 to 7.11). 

24* Manpower requirements for an adequate clinical psychology service 
throughout Scotland are presented for each main specialty and in total. 
These estimates involve a trebling of present numbers (Paras 7. 12 to 7. 18). 

25. Clinical psychologists in training are exposed to a wide range of 
patients , styles of practice and clinical settings (Para 7.19). 

26. Most clinical psychology training in Scotland is university-based with 
trainees being funded from a variety of sources. Even in the present 
economic climate the universities could accommodate many more post- 
graduate trainees if funds were available (Paras 7.20 to 7.23). 

27. There is a need for an effective national policy for the funding of 
training in clinical psychology. The persistently low level of funding from 
local NHS sources indicates that some form of central funding is required 
(Paras 7.25 to 7.26). 

28. It is recommended that a working party should be appointed, to 
consider ways of funding the training of clinical psychologists (Para 7.27). 
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Staff in post. 


TABLE 1 

and estimated home population, by health board. 


1982 


Health Board 


Clinical 
Psychologists 
(WTE) in post, 
September 1982 


Estimated home 
population, June 1982 
(000s) 


Clinical 
Psychologists 
per 100,000 
population 


Argyll and Clyde 


15.8 


453 


3.5 


Ayrshire and Arran 


1.7 


377 


0.4 


Borders 


1.0 


101 


1.0 


Dumfries and Galloway 


9.0 


146 


6.2 


Fife 


9.0 


342 


2.6 


Forth Valley 


6.0 


273 


2.2 


Grampian 


16.9 


490 


3.4 


Greater Glasgow 


27.2 


996 


2.7 


Highland 


0.5 


195 


0.3 


Lanarkshire 


7.0 


574 


1.2 


Lothian 


30.7 


749 


4.1 


Orkney 


0 


19 


0 


Shetland 


0 


24 


0 


Tayside 


15.0 


396 


3.8 


Western Isles 


0 


31 


0 


Scotland 


139.8 


5,166 


2.7 



TABLE 2 

Sessions spent by qualified clinical psychologists in speciality areas of health care— 1977 



Sessions 



Speciality area 

(as suggested in the Trethowan Report) 


Number 


% of all sessions 


Mental Illness 


622.5 


58.6 


Child Health 


142.5 


13.4 


Mental Handicap 


114 


10.7 


Adolescent Services 


66 


6.2 


Primary Health Care 


44 


4.1 


Geriatrics 


31.5 


3.0 


Neurological Sciences 


27.5 


2.6 


Medical Rehabilitation 


15 


1.4 
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TABLE 3 

Estimated manpower required to meet present declared needs 





Top and 


Senior and 


Probationer 




Principal 


Basic 


Basic 




Grades 


Grades 


Grade 


Mental Illness 


70 


55 




Child and Adolescent Services 


50 


40 


_ 


Mental Handicap 


50 


40 





General Medicine: Rehabilitation 


20 


15 





Primary Care 


20 


15 


■ 


Geriatrics 


10 


10 





Generic Training 


— 


— 


45 




220 


175 


45 
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APPENDIX 1 
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Dr A. E. Philip, MA, PhD, FBPsS (Chairman) 
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APPENDIX 2 



Code of Practice Regarding Patients Referred to Clinical Psychologists 

1 . It is generally recognised that the referring medical practitioner has the 
responsibility of arranging such concurrent medical care of the patient 
as he considers necessary, and where such a medical practitioner is not 
the patient’s general practitioner, to inform the latter of the referral. 

2. Clinical psychologists inform both the referring medical practitioner 
and, if not the same person, the G.P., of clinical psychology services 
being provided. Where continuing service is provided, information of 
the patient’s progress is given to the referring medical practitioner and 
the G.P. 

3 . Involvement of other services to the patient , e . g . , social work or speech 
therapy, is also notified to the referring medical practitioner and the 
G.P. 

4. Where the referring agent is not a medical practitioner no service is 
provided without first consulting the patient’s G.P. 

5. To ensure proper integration of care services, it is professional custom 
to collaborate with and to inform the responsible medical practitioner 
and other professional people responsible for aspects of the patient’s 
care. 

6. Clinical psychologists do not seek medical sanction for professional 
decisions as to which clinical psychology services are appropriate. On 
the other hand, no clinical psychologist should carry out a procedure 
which would in the opinion of the responsible medical practitioner have 
an adverse effect on the health of the patient. 

7. In multi-disciplinary settings where referrals may be made by non- 
medical staff, it is the responsibility of the clinical psychologist to bring 
this to the attention of the relevant medical practitioner and to give 
information regarding service, as outlined in (2) and (3) above. 

8. When clinical psychologists are jointly engaged with medical prac- 
titioners or other health care specialists they would, according to the 
code, establish by agreement their specific areas of responsibility. 
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